wa” 


American Journal of Surgery and Gynecology. 


VOLUME XVI. 


ST. LOUIS, MO., AUGUST, 1902. 


NUMBER. 1 


PREVENTION AND CURE OF INSANITY BY REMOVAL OF 
ABNORMAL PELVIC CONDITIONS. 


BY ERNEST HALL, M. D., L. R. C. P. (Ep.,) VICTORIA, B. C., 
Fellow of the British Gynecological Society. 


The complexity of relationships increases as investigation is 
extended. We are yet without a satisfactory explanation of nor- 
mal life, and apparently hopeless in an attempt to explain the 
phenomena of abnormal psychic manifestation. Yet we are not 
altogether without progress. The data of physical disease as 
causative of abnormal mental conditions is continually increas- 
ing. We are slowly eliminating the erroneous ecclesiastical doc- 
trine of “possession,” as well as other crude conceptions of men- 
tal disease which we even yet quite occasionally meet with. 
Since the earlier manifestations of disease frequently present 
but little deviation from the normal, and, consequently, present 
a simpler class of phenomena for examination, we hope, thru 
the study of these earliest available symptoms of mental disease, 
to obtain a more intelligent view of what is included under the 
term “insanity”; and also to throw some little light upon the 
causative conditions. I fear that the study of this “inception” 
stage has been too much neglected. It is with the purpose of 
directing attention to these early manifestations, and to the ap- 
parent underlying physical causes, that I give the history of 
three cases that have recently come under my observation, and 
care 

MELANCHOLIA CURED BY PELVIC SECTION. 

Case 1.—Mrs. M., age 27 years, of excellent family history, 
two children, youngest two years old. For fifteen years she had 
suffered from pain in the right side, increast the week following 
menstruation. This pain she described to be, at times, worse 
than that of childbirth. She had received well-directed ‘local 
treatment” from several physicians, with but temporary relief. 
After the birth-of her last child, the pelvic distress increast. She 
became subject to periods of melancholia; would worry a great 
deal if her husband left the house, even going to his daily work, 
and could not be left alone; became unable to oversee her do- 
mestic duties, and was, withal a problem to her physicians, and 
friends. She was pitied, and then scolded, in turn, as the symp- 
toms partook of the nature of actual physical suffering, or of 
hysteria. 

Examination showed right ovary enlarged, prolapst and ad- 
herent. 

I removed the right appendage, with one-third of left ovary. 
Recovery was uneventful. The mental condition became normal. 
A happy home, and a grateful husband are the result. 


MENTAL SYMPTOMS RELIEVED BY PELVIC SURGERY. 

(2) Mrs. McC. sage 33; good heredity; mother of three 
children (youngest four’years old). Natural disposition, cheer- 
ful, and a good home manager. No history of sepsis. Very 
nervous and restless during menstruation; suffering from severe 
bearing-down pains, and frequent headaches. For two years 
had loss of memory, at times incapacitating her from usual 
housework; would worry very much; and at times became 
“dazed” to such an extent that she apparently did not know 
how to attend to domestic duties; would not attend to her chil- 
dren properly. } 

Examination showed ruptured perineum, and enlarged ovary 
with adhesions. I removed the right, enlarged, cystic ovary 
with its tube; found left ovary adherent and cystic, resected it, 
and ligatured varicocele of the pampiniform plexus, in several 
places. Uninterrupted recovery followed, with rapid return to 
her normal mental condition. 

MENTAL IRRITATION CURED BY PELVIC SECTION. 


Case 3. Mrs. T. , age 38, good heredity; last child seven 
years ago—normal convalescence—no obtainable history of sub- 
sequent miscarriage or infection, and suffered no pelvic pain. 
For some years she had become subject to occasional outbursts 
of violent temper, alternating with periods of depression border- 
ing on melancholia. At times would abuse her children; she 
would lie in bed for,some days without giving satisfactory rea- 
sons. Being previously of a pleasant disposition, this change led 
her husband to seek advice. Examination showed cervical lacer- 


ation, with masses to each side of the pelvis, with universal ad- 
hesions. I curetted, and repaired the cervix; removed double 
pyosalpynx with septic right ovary, and suspended the uterus. 
Recovery was uninterrupted, and the patient restored i. her 
mental health. j 
These are but examples of the many that have been restored 
to normal mentality, and to their former positions in the home, 
and to their accustomed social activities; and, may I make bold 
to say, probably rescued from impending mental shipwreck. I 
do not mean to be understood as saying that every period of 
sullenness or outburst of temper necessarily demands a physical 
examination, nor do I wish the reader to infer that in the pelvis 
is invariably to be found the physical basis of mental abnormal- 
ity; but I do wish to impress upon the general practitioner the 
necessity of a careful and thoro examination of all cases pre- 
senting recent alterations of disposition, temper, or action—not 
forgetting that in a certain proportion of cases in which there is 
no available history of heredity and without indications of acute 
disease, or of meningeal or cerebral invasion, he may expect to 
find in the diseased pelvic organs the origin of the mental dis- 
turbance. 
The absence of a history of septic invasion in these cases is 
not significant. The fact that we are at times unable to obtain 
a history may lend evidence to the probability of an infection of 
a kind all too frequent. The absence of pelvic discomfort above 
the ordinary. menstrual pain is not unusual in cases where the 
mental faculties become affected. In many cases, large growths, 
and most severe and complicated inflammatory (septic) condi- 
tions have been found which previously had not given the slight- 
est local inconvenience, and were not suspected by either the 
patient or her attendant. The expression so often heard in con- 
nection with this class of cases, “She has no pelvic pain, or she 
would have complained,” is too absurd for a moment’s consider- 
ation. 
Given: a neurotic condition (hereditary or acquired), the psy- 
chic conditions resulting from the local disease described are 
primarily the product of a lessening of inhibition. The ideal life 
is largely a matter of inhibiting the animal and selfish impulses, 
and the development of the higher and altruistic activities. These 
nobler traits become less actively manifest, and the individual 
becomes, under such physical conditions as described, the sport 
and prey of concepts and desires, the direct product of a disor- 
dered psychic centre which is continually bombarded with irri- 
tations from a diseased periphery; and without inhibition give 
their product in the form of abnormal mentality. In mild cases, 
with a minimum of structural disease, and with the absence of 
inhibition, we see “hysteria”—“morbid transformed modes of en- 
ergy, temporarily bursting the bounds of the patient’s will’: 
with a greater alteration from the normal physical structure, 
with increast irritations, and with lessening inhibitory power, we 
gradually pass into the region of insanity. 
The particular nerves thru which the higher centres are 
affected in chronic disease have been thoroly outlined by Byron 
Robinson. He found that “irritation from diseased pelvic or- 
gans goes to the vaso-motor centres of the cord and medulla by 
two routes. It goes up the ovarian and hypogastric plexus of 
nerves to the abdominal brain. There it is reorganized and sent 
up along the pneumogastric to the denominating centre in the 
medulla, when it is reflected all over the body.” “It can also 
go up the lateral chain from the coccyx, especially by the way of 
the hypogastric plexus.” Robinson found in his dissections, that 
“Especially in the female the lateral chain of ganglia are strong- 
ly and liberally connected with the hypogastric plexus by large, 
thick nerves.” “By carefully studying patients, one can see the 
immediate and remote effects of pelvic disease. The immediate 
effect may be observed to be from the localized, tangible, gross 
pathology. Inflammatory processes may deposit contracting 
cicatricial tissue which dislocates the genitals, compromising cir- 
culation and traumatizing nerve periphery. It may be pressure 
troubles, septic trouble or otherwise. But the remote effect is 
thru the sympathetic nerve, or rather thru malnutrition. <A 
slight, unnoticed irritable focus begins in the pelvis (it may be 
endometritis). Months and years go on. Irritations accumulate in 
the abdominal brain, and may radiate out on all its various 
plexuses. Nutrition is insidiously impaired thru the months and 
years; unbalanced reflexes gather in the abdominal brain, which, 
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in turn, disturb the normal functional rhythm of viscera. Ac- 
cumulated energies, begotten of long continued pelvic disease, 
are not controlled by the abdominal brain, but irregular, stormy 
forces are emitted over the plexuses to the viscera, which un- 
balances their nutrition. The woman with genital disease be- 
comes an object of wretched despair, and a miserable invalid. 
The days of her life are passt between pain and sadness. Our 
amateur operative gynecologist has forgotten that all her troubles 
started from a lacerated cervix, or endometritis five years ago. 
He is sure to extirpate her ovaries, which should not be done; 
and, lo! how disappointed he is, if she does not get well in a 
month! Such a woman will not get well from extirpation of 
normal organs. The only benefit of extirpating the ovaries was 
that she was compelled to lie still for a month—a dear method 
of purchasing a few weeks’ rest. The proper method to follow in 
this numerous class of women is to hunt for the old cause and 
remove it, and then gradually nourish the woman back to normal. 
Such women are called hysterical, but there is generally some 
pelvic pathology, some provocative agent, that precedes hysteria, 
before the abdominal brain suffers derangement.” 

The unknown is great; the unknowable greater; but it is 
well to be occasionally reminded of what careful observers have 
evolved from the great mass of matter heretofore neglected, viz.: 

(1) Less than ten per cent of the female insane have normal 
pelvie organs. 

(2) That, in the hands of competent operators, upwards of 
20 per cent of the so-called chronic insane recover their men- 
tality, and 15 per cent are improved, after the removal of the 
physical disease. [This is a modest statement, since the statis- 
tics of Dr. Hobbs (and my own) show a higher rate of recov- 
ery—39 and 30 per cent, respectively. ] 

(8) We find that, inasmuch as the pelvic organs are excep- 
tionally exposed to traumatism and infection, they are frequently 
the seat .of disease; and that, mental abnormality is more fre- 
quently associated with pelvic disease than with diseases of any 
other locality outside the large nerve centres. If this be the 
case, we should ever be on the alert in all cases where there is 
markt alteration in the mental health of our patients; and while 
giving due consideration to the whole organism, to make a thoro 
investigation of the conditions of the pelvic contents; and in so 
doing, we shall frequently be rewarded in finding in the pelvic 
disease the local irritations resulting in the abnormal psychic 
manifestations. 


A METHOD OF SUTURING A LACERATED PERINEUM. 


BY A. MILES TAYLOR, M. D., SAN FRANCISCO, CAL, 
Professor cf Gynecology in the Post-Graduate Department of the University of 
California; Gynecologist to Polyclinic Ward, City and County Hosp- 
ital; Chief Surgeon and Gynecologist to the A. Miles Tay- 
ler Sanatorium, San Francisco, Cal. 


In the repair of the perineum so frequently lacerated during 
childbirth, many methods have been advised, but as yet none 
seems to have proven perfect in its entirety. 

As no two men are alike in makeup or temperament, there 
are no two lacerations of the perineum identical in detail; in 
consequence, there can be no stereotyped rule for operation laid 
down for each and every laceration. Each case must be met 
and operated in the manner best presented when placed upon 
the operating table. Still, in a general way, a technic may be 
outlined which may prove satisfactory when slightly modified to 
meet the requirements of each particular case. 

In over two hundred lacerations the results have been all 
that could be desired when the following method has been car- 
ried out: 

The main feature is to bring the different layers of tissues 
thruout the entire perineal body into apposition, and to hold 
them so until union has taken place. In order to obtain this 
result, we first open the dermis from the vaginal tissue by split- 
ting it with scissors—beginning at the median line of the floor 
of the vagina, extending the incision up to the origin of the tear 
at the labium on each side; dissect the vaginal mucous mem- 
brane well up and beyond the scar tissue, leaving it attacht at 
its upper end. Next dissect out the perineal muscles. When 
this has been done we are ready to introduce the sutures. Here 
is where the greatest care must be exercised or the result aimed 
at will be defeated. I have found it best to introduce the needle 
thru the skin and fascia at the angle of the incision on the side 
bringing it out just below the flap in the vagina, and like a 
purse-string, encircle this flap and carry the suture out at the 
opposite side thru the same tissues as introduced. It is well to 
place a hemostat on the ends of this and put it loosely above the 
pubes. Next, with a well-curved needle introduced about one- 


quarter of an inch inside the dedudation and well back behind 
the muscles, the suture is to be brought back in front of these 
muscles, introducing the needle at the point of entrance, bring- 
ing it out thru the skin. The other end is threaded, and, cross- 
ing in front of the muscles, entered at a point just opposite the 
other end of suture, and like the first carried thru the skin: 
which, when tied, forms the figure-of-eight. A second and third 
are placed in‘ the same manner (a fourth if needed). These su- 


Fig. 1. 
F, “Flap reflected up. D, Denuded surface. 


tures are of heavy silkworm gut, and should be tied in the order 
they are introduced with the exception that the first or crown 
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Fig. 2. 
F, Flap after sutures are tied. 


suture is the last to be tied. The tying of this suture brings the 
vaginal flap well down into position, and as nearly in its virgin 
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state as it is possible to do, the other sutures having been tied 
forms a good, strong perineal body, the muscles being in the 
lower portion of the loop of the suture and the skin in the upper 
loop. A good feature about this flap is that the patient can void 
urine without danger to the repaired tissues, and avoid the dread- 
ed eatherization which so often results in producing a urethritis 
or cystitis. 

When there is a complete laceration and the sphincter mus- 
cle is ruptured, the operation differs only in first repairing the 
bowel and sphincter, after which the above-mentioned is fol- 
lowed. 

I first repair the bowel by using catgut for sutures; tie on 
the vaginal side and leave the sutures to be buried by the coy- 
ering over with the perineal tissue; next dissect out the sphincter 
muscles and with a suture of chromicized catgut or fine kangaroo 
tendon, bring them together and tie; cover this with the flaps 
made by dissection, here using. silkworm gut; and last repair the 
perineum as described above—the only difference being that the 
dissestion of the vaginal flap must be carried higher up in order 
to procure a proper vaginal flap and also to reach the contracted 
muscles. In all cases the muscles must be stript so that like 
tissue will be brought together. Unless this be done union will be 
imperfect and disappointment will follow. Instead of a solid per- 
ineal body, one will have submucous separation. The sutures 
should be left for several days (fifteen to eighteen). They act 
in a twofold way: first—by holding the tissues together until 
union has taken place; second—by acting as a splint to the mus- 
eles which need support when the patient first begins to place 
them in use. 

Another feature about this procedure is that the vaginal flap 
being attacht at the upper end of the field of operation and 
tightly sutured at the lower end acts as a shield for the vaginal 
secretion to pass over without coming in contact with the wound. 


REPORT OF TWO CASES OF PYLOROPLASTY, BY THE 
HEINECKE-MICULICZ METHOD.* 


BY THOS. W. HUNTINGTON, M. D., SAN FRANCISCO, CAL. 
Professor of Clinical Surgery in the University of California. 


Older statistics of operations on the pylorus were so discour- 
aging that many surgeons abandoned pyloroplasty even for non- 
malignant diseases: 26.7 per cent being the mortality in the ciin- 
ics of Czerny and Miculicz; Norte and Herzfeld in 36 operations 
had 29 recoveries and 7 deaths—a mortality-record of 24 per 
cent. Under more recent methods the death-rate has diminisht; 
thus, in my own work, eight operations have been made without 
a death: 5 Loreta operations (divulsion), 1 pylorectomy and 2 
Heinecke-Miculicz operations. The two last-named I now re- 
port. 

CASES. 

CASE I. Mr. H. T. B., merchant, age 33 years, came under 
my notice in December, 1901, with the following history: Family 
history negative. Six years ago had a violent attack of gastric 
disturbance, attended with pain, nausea, and vomiting. Was 
under treatment for about two months; made a good recovery; 
and had no further trouble until May, 1900, when he had an ap- 
parently similar attack, more severe than the first. The condi- 
tion recurred in October, 1901, when he consulted Dr. G. W. 
Fuller, of this city. At this time persistent vomiting, attended 
with pain after eating, was the most prominent symptom. Under 
gastric lavage and medication, he was relieved; but on Decem- 
ber 18, 1901, he again applied to Dr. Fuller for similar trouble. 
Various methods of treatment were adopted for his relief with- 
out avail. He vomited almost constantly for several weeks 
during the latter part of December, and was kept alive only by 
rectal alimentation. His condition became deplorable. He grew 
pale and thin, his weight being 105 instead of 135 pounds. The 
abdomen was flat. Pressure over epigastrium caused pain. There 
was tension of right rectus. Bowels constipated. I regarded 
the case as one of cicatricial stenosis of pylorus, following gas- 
trie ulcer. On Jan. 6. 1902, assisted by Dr. Fuller, I opened the 
abdomen by a median line incision, two inches in length, below 
the xiphoid cartilage. The stomach was found to be contracted 
to a considerable degree, with walls pale and flabby. Over the 
pylorus there was a white, glossy cicatrix, presenting markt re- 
sistance, but giving no other suggestion of malignancy. The 
duodenum for two inches below the pylorus was noticeably 
thinned and narrowed. A small exploratory incision was made 
three centimeters above the pylorus in the anterior wall of the 
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stomach. Thru this it was discovered that the pyloric orifice 
was narrowed to such an extent as to admit the tip of the index 
finger with difficulty. On attempting to dilate the pylorus with 
forceps, the peritoneal covering was abraided longitudinally in 
front. This determined me to a gastro-pyloroplasty. The explor- 
atory incision was elongated and carried past the pyloric stric- 
ture into the duodenum. The length of this incision was about 
six centimeters. The ends of this incision were brought together 
by a silk thru-and-thru stitch, The mucous membrane was 
closed in a transverse direction with a continuous silk suture, 
and the peritoneal covering was closed by Lembert sutures. The 
abdominal wound was closed in the usual manner. The following 
morning he vomited about 8 ounces of blood-stained fluid. Small 
quantities of peptonized milk were administered on the fifth day, 
and the amount was gradually inecreast. Rectal alimentation was 
discontinued on the ninth day, but was resumed because of re- 
currence of vomiting on the twelfth day. On January 20 he 
was given calomel in small doses, which acted freely during the 
next two days. Five days later he was markedly improved, and 
stomach feeding was resumed. At the end of three weeks he 
could eat beefsteak and toast without complaint. His weight 
at this time was 100 pounds. He left the hospital on Feb. 11,_ 
1902, 37 days after operation, weighing 111 pounds. At this time 
he ate freely a miscellaneous diet without distress. 

April 15: Patient is now eating solid food and weight has 
increast to 125 pounds. His only complaint is hyperacidity. He 
has the appearance of a well-nourisht, vigorous man. 

CASE II. Woman, married, 35 years old, excellent family 
history, two children, youngest 9 years old, for four years suf- 
fered from “gastric symptoms” supposed to be dependent upon 
wandering kidney of some years’ duration; also from constipation, 
loss of appetite—with burning at epigastrium on taking food. 
Medicine and trayel failed to relieve. Pregnancy two months 
before I saw her caused persistent vomiting; abortion relieved 
this only temporarily—it soon recurred, and became incorrigible. 
Feb. 18, 1902, I examined her, obtaining the following history: 
For the past five weeks the stomach has rejected everything 
ingested, either solid or liquid, and she has lived wholly by rec- 
tal alimentation. She had become very weak and exhausted. 
Pulse ranged from 100 to 150, at times irregular, and always 
feeble. The case seeming desperate, an exploratory incision was 
advised, based upon the suspicion that pyloric stenosis was ac- 
countable for symptoms present. With assistance of the at- 
tending physician, Dr. G. A. White, of Sacramento, this was 
undertaken, Feb. 22, 1902. The stomach was found to be normal 
in size. The pylorus and adjacent stomach wall were greatly 
thickened, but there was no evidence of cicatricial deposit. The 
structural change was apparently hyperplastic. On opening the 
stomach, it was found that the pylorus graspt the index finger 
firmly, indicating a considerable degree of obstruction. The oper- 
ation was complete in the same manner as in Case [. At the 
end of one week she began to take liquid nourishment by the 
mouth. She vomited occasionally during the first week, but was 
more comfortable than prior to the operation. On March 4, 
eleven days after operation, she was taking from 15 to 20 ounces 
of liquid nourishment daily, in conjunction with rectal alimenta- 
tion. Two days she vomited several times. Pulse 130, strength 
failing. On March 12 she was seen by Dr. Moffitt, of this city, 
who advised omission of rectal feeding, and stomach feeding 
thru a tube. Several ounces of milk and two of raw eggs were 
at once introduced into the stomach by this plan. This was re- 
peated every four or five hours for the following four days, dur- 
ing which time she vomited only once. March 16, mouth feeding 
was resumed. March 24 she was doing well, but had attack of 
syncope on sitting up. March 31, doing better. April 14, condi- 
tion entirely satisfactory. Takes a large amount of food, and 
all functions well maintained; in better condition than for long 
before operation. 


The Loreta operation (curetting and divulsing) is now prac- 
tically obsolete on account of lack of permanency of results. 
Pylorectomy always will have a place in surgery, especially for 
cases of suspected incipient malignancy. Gastro-enterostomy is 
now more popular than any other operation, probably in great 
part because in most of the operations done, the necessity for 
drainage on account of great dilatation of the stomach has been 
accentuated. Guided by my own experience (which extends only 
to these two cases), I am inclined to regard with favor the plastic 
operation which was devised simultaneously by Miculicz and 
Heinecke. Robson refers to this method as a measure of great 
utility where feasible, on the ground that it can be performed 
rapidly and with comparatively little risk. He reports eighteen 
cases operated by this method, of which sixteen recovered, the 
two fatalities occurring in the earlier cases. The last twelve 
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cases, done since 1897, all recovered. It is especially promising 
in non-malignant stricture of the pylorus, the causes of which 
are (1) cicatricial contracture following chronic ulcer; (2) spasm 
of the pylorus; (3) hypertrophic thickening of the pyloric wall, 
(4) congenital stenosis; (5) tumors of the pylorus; (6) interference 
by pressure from adhesions or adjacent organs. 

It may also be employed in malignant disease too far ad- 
vanced for radical operation; and wil give gratifying temporary 
results. 


DOUBLE POPLITEAL EMBOLISM COMPLICATING PNEU- 
MONIA. 


BY C. P. THOMAS, M. D., SPOKANE, WASH., 
Surgeon to Sacred Heart Hospital. 


March 28, 1902, E. M., age 22, occupation lumberman, & very 
muscular man with a negative previous history, came under my 
eare at the Sacred Heart Hospital of this city, having been re- 
ferred to me by Dr. W. M. Newman of Deer Park, Washington, 
with the following history and symptoms: Two weeks previously, 
while intoxicated, he had been exposed to inclement weather 
during a greater portion of the night, and contracted lobar pneu- 
monia. During the ninth day, while in a state of partial delirium 
he had gotten up and dresst himself, declaring that he was well. 
The next day he developt violent pains in the right leg from the 
knee down. Twenty-four hours later it was observed that the 
skin was becoming discolored, and an embolism was suspected. 
He first came under my care about two weeks after the onset of 
the pneumonia, suffering great pain in the leg, and both lungs 
still showed considerable involvement. He was expectorating 
blood and brown sputa, and his general condition was that of 
extreme shock and exhaustion. A line of demarkation had 
formed at about the place for the skin incision in a Steven Smith 
amputation of the knee, 

It seemed almost impossible to administer sufficient opium 
to relieve his pain; he was in such condition that the adminis- 
tration of chloroform or ether seemed impossible; so it was de- 
cided to amputate the limb under spinal anesthesia. Fifteen 
minims of a two per cent solution of cocaine, previously steri- 
lized by the dry method, were injected into the sub-arachnoid 
space, between the second and third lumbar vertebrae, and in 
ten minutes complete analgesia was present. Steven Smith’s 
amputation was quickly done, the time required being about 
ten minutes. He showed but little evidence of shock, and with 
the exception of a slight delirium the day following, was in 
much better condition than before the operation. He continued 
to improve for about ten days, when it was observed that the 
fiaps bad become necrotic, and he was suffering considerable 
pain and suppuration iu the stump. 

About two weeks after this operation the other limb became 
discolored, and on April 19th, one week later, a line of demarka- 
tion had apparently formed in the opposite limb about two inches 
above the condyles of the femur. He was again suffering intense- 
ly and very septic in the old stump. The same dose of cocaine 
was again administered, and that leg amputated at about the 
center of the middle third of the femur. Ample flaps ‘were left 
and a primary union obtained. He suffered but little shock 
from this operation, and, tho still showing a markt sepsis ‘from 
the other stump, continued to improve. 

About four inches of bone was exposed after the sloughing 
process ceast on the first stump, and there was still free dis- 
charge of pus from the thigh-muscles of that side. June ist. 
he was again taken into the operating room, and under the same 
spinal anesthesia this leg re-amputated at about the same height 
of its fellow. The abscess cavities were curetted and thoroly 
treated with carbolic acid and alcohol, and he was again put to 
bed in a very favorable condition. An examination of the wound 
to-day shows a primary union in the stump, and but little dis- 
charge thru a lateral drainage hole in the thigh. The bed sores 
which had developt during his most septic stages are well healed, 
he is rapidly gaining in flesh and is apparently out of all dan- 
ger. 
The post-operative examination of the second leg amputated 
showed a well organized clot to exist which entirely filled the 
= artery from its bifurcation for a distance of about four 
inches. 

I report this case for the following reasons: First, it pre- 
sents an unusual complication of pneumonia, and it is particularly 
strange why the second leg should have become affected over a 
month after the onset of the disease, and at least two weeks af- 
ter resolution had taken place. Second, That the attention of the 
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profession may be once more called to the value of spinal anes- 
thesia in well selected cases. I do not believe its most bitter 
enemy would have felt safe in administering either of the gen- 
eral anesthetics to this patient. 


TECHNIC AND ADVANTAGES OF BISECTION OF THE 
UTERUS BY THE ABDOMINAL ROUTE.* 


BY DUDLEY TAIT, M. D., SAN FRANCISCO, CAL. 


While we are generally agreed as to the rejection of the 
vaginal route for the treatment of suppurative lesions of the ad- 
nexa, excepting those of an acute or very virulent type, an ele- 
ment of doubt still lingers in many minds regarding the feasibili- 
ty and safety of treating by laparotomy densely adherent ad- 
nexa. I refer particularly to the difficult cases in which ex- 
traordinary patience and skill are required, and frequently great 
damage done in removing the diseased structures. Many of 
us have seen cases previously “laparotomized,” which upon sec- 
ond section offered no evidence of an attempted removal of the 
morbid lesions; the first operator having undoubtedly deemed 
it wise to retire after finding the adhesions too pronounced to 
be dealt with by the usual methods. In bisection of the uterus, 
we have, I believe, an exceedingly simple and rapid method of 
dealing with such cases; and I am convinced the same principle 
may be applied to the majority of bilateral suppurative lesions 
of the adnexa. 

Several years ago, vaginal hysterectomists were justified in 
claiming two advantages over laparotomists, in suppurative cas- 
es: Ist, a lower mortality; 2d, greater facility in detaching ad- 
herent structures when attackt from the pelvic floor upward. The 
first of these claims is no longer urged even by the most uncom- 
promising “vaginalists.’” The soundness of the second claim— 
enucleation of the adnexa from below upwards—cannot be de- 
nied, but “laparotomists” have adopted this procedure and made 
it still more useful and far safer than in the hands of the va- 
ginal “hysterectomists.” 

In the present communication, the superiority of panhyster- 
ectomy over oophoro-salpingectomy is considered too evident to 
call for more than mere reference. 


TECHNIC OF BISECTION. 


Laparotomy is made in the inclined plane, with careful iso- 
lation of the field of operation by gauze compresses. After ex- 


Fig. 1. 
“The peritoneum is incised transversely.” 


*Read before the California State Medical Society, April 18, 1902. 
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posing the field of operation the surgeon grasps each uterine 
cornu with strong Museux forceps, pulling upwards as far as 


the cornua being pulled up and drawn apart as the bisection 
progresses. By following the uterine cavity the vagina is soon 
reacht. The section may, however, be limited to the supra- 
cervical portion, according to the choice of the operator, or the 


“The uterus is then sectioned with strong scissors.” 


possible; incises transversely the peritoneum at the level of the fe : 
vesico-uterine cul de sac and pushes down the vesical peritoneum The uterine end is Clamgt- and pulled epwards: 


bee character of the lesions. Each cut surface of the bisected uterus 
is then graspt with strong forceps as low down as possible. Trac- 
ff é fils / a a Ta tion upon these forceps causes eversion of the uterine halves, thus 
allowing either section of the vagina with curved scissors hug- 
if Wa ' ging the cervix, or supra-cervical hysterectomy. In the latter 
“hy case, the uterine end is clampt and pulled upwards, bringing the 
tA uterine artery in sight. The uterine artery should give no more 
concern than a medium sized vessel in the amputation of a 


Fig. 5. (After Howard Kelly.) 
“Traction on the cut end of the uterine surface will now cause it to roll out.” 


limb. When the artery is not readily visible, Faure generally 
cuts across it deliberately, and then applies a clamp to the spurt- 
- . 4 ing vessel. In many cases, if the transverse section of the 
supra-cervical portion has been strictly limited to the uterus, the 
below the cervix. The uterus is then sectioned with strong | main branch of the uterine artery will not be encountered; conse- 
scissors, upon the median line in an antero-posterior direction, | quently, hemorrhage may be entirely absent and a ligature dis- 
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penst with. Traction upon the lower end of the cut uterine sur- 
face will now cause it to roll out, exposing the round ligament 
which is to be cut and tied close to the cornu. The operator 
may then work freely. with two fingers in the base of the broad 
ligament (lower anterior portion of the pelvis), destroying adhe- 
sions and enucleating the diseased tubo-ovarian structures, in 
one mass—attacht to the corresponding half of the uterus. Liga- 
tion of the utero-ovarian pedicle completes the operation on one 


’ { \ \ 


Fig. 6. 
“The ligament may now be clampt and tied.” 


The same procedure is repeated on the opposite side. The 
balance of the operation (peritoneal sutures, etc.), does not differ 
from the classic operations. 

Those who have utilized Howard Kelly’s continuous trans- 
verse ‘incision in pan-hysterectomy will remember the great fa- 


Fig. 7. 
“The stump of cervix is closed by 8 or 4 catgut sutures.” 


cility attending the second half of the operation, in which enu- 
cleation is done from behind forward. Bisection of the uterus 
affords even greater facility on both sides; and, in the majority 


of cases, the surgeon is thereby enabled to remove the uterus and 
adnexa with surprising ease and rapidity. 

By following the uterine cavity, one cannot fail to reach the 
vagina. No hesitancy is possible; the operator invariably reach- 
es the median line, far from the ureters. The liability of injur 
ing the latter is minimized by traction upon the bisected uterus 
which greatly increases the distance between the ureters and the 
cervix. Median section of the uterus is almost bloodless. 

Howard Kelly differs from Faure in treating suppurative 
affections, in that he does not detach the bladder as a prelimi- 
nary step, but in the course of the bisection. Furthermore, he 
does not, as a rule, bisect the vagina; but prefers to amputate 
the cervix above the vaginal vault, removing the cervix later if 
necessary. Kelly does not habitually try to remove the adherent 
tubes and ovaries with the halves of the uterus. 

In the presence of very strong adhesions between the pos- 
terior surface of the uterus and the suppurative adnexa, Faure 
sections the uterus with a knife, cutting from within outward, i. 
e., from the mucosa towards the serosa. Howard Kelly also ad- 
vises this modification of the usual method. 


ADVANTAGES. 


In the majority of cases, bisection of the uterus facilitates 
surprisingly the removal of the adherent adnexa by permitting 
bilateral enucleation from below upwards. Adhesions of all va- 
rieties are more easily and more safely overcome by working 
from below. The broad ligament is approacht from the cervix 
outward; consequently, the uterine vessels are easily located and 
accurately secured. Traction upon the sectioned uterus sepa-- 
rates the immediate field of operation from the ureters. 

The main objection (Terrier) so far made to bisection is the 
possibility of infection by traversing and handling septic struc- 
tures. Howard Kelly, however, demonstrated the fallacy of this 
contention by proving the sterility of the uterine cavity in a 
vast number of cases. Altho proper protection of the operative 
field generally proves adequate, Faure prefers to use the Paque 
lin cautery upon the entire uterine nucosa immediately after bi- 
secting the fundus. 


INDICATIONS. 


According to Faure, bisection of the uterus is the procedure 
of selective choice in the treatment of chronic bilateral suppura- 
tive adnexa. Kelly, on the contrary, would limit its use to 
the difficult and densely adherent cases, and to fibroids of the 
cervical portion of the uterus. Bisection will be of signal ser- 
vice in certain tumors of the broad ligament presenting firm 
uterine adhesions. In other rare cases, the rapid removal of a 
uterus normal in size and structure may greatly facilitate in- 
spection of the pelvis or proper drainage. ‘Thus, Faure found 
bisection useful in dealing with hydatid cysts of the pelvis, and 
also in a case of diffuse peritonitis following perforation of the 
uterus, in which liberal vaginal drainage was urgently indicated. 

After having seen several cases treated by bisection, in Paris 
by Faure, and also in the Johns-Hopkins Hospital, I feel justified 
in asserting that bisection of the uterus constitutes a well regu 
lated, time saving, safe and very useful procedure. 

The recent modification of bisection suggested by Charles 
Richardson is both unnecessary and complicated. 


CASES. 

My personal observations comprise three cases: 

Case 1. Mrs. W., age 38; acute bilateral gonorrheal tubo- 
ovarian suppuration. Laparotomy, July, 1894, showed all the 
pelvic tissues matted together. Drainage from above. The 
drainage tract closed within three weeks, patient returning to 
work two weeks later. In October, 1900, vaginal examination 
showed bilateral pyo-salpinx; both tubes and uterus were firmly 
fixt. A vaginal hysterectomy was begun, but could not be 
terminated; even after partial median section of the anterior wall, 
it was found impossible to pull down the uterus or reach the 
densely adherent suppurative adnexa, which were opened dur- 
ing the repeated attempts of enucleation. Laparotomy was im- 
mediately done, and the uterus bisected down to the vagina. Each 
half of the uterus was then cut across and removed with the 
corresponding adnexa, without great difficulty. A small strip 
of gauze was used to drain from above; this was removed on the 
seventh day. Convalescence was rapid and painless.. 

Case 2. Miss _C., age 44; bilateral gonorrheal pyo-salpinx. 
Vaginal examination showed a small uterus densely matted in 
With the adnexa. Laparotomy showed pyosalpinx on left side 
and tubo-ovarian abscess on the right side. Dense adhesions 
were present on both sides. The fundus was easily located and 
bisection made down to within 2 cm. of the cervix, which was 
then cut across. No hemorrhage was encountered from the left 
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e artery; consequently, ligature was dispenst with. Dur- 
heen of the right side a small firmly adherent pus-sac 
was ruptured. The detachment of the left adnexa proved sur- 
prisingly easy. No drainage. Convalescence was painless and 
i 8. Miss M. complained of bilateral pain for eleven 
months. Vaginal examination showed a densely adherent pelvic 
mass, comprising the uterus and appendages. Laparotomy (Jan- 
uary 5, 1902), showed bilateral suppurative adnexa firmly adher- 
ent to the uterus and rectum. By means of bisection, a supra- 
cervical hysterectomy was done, removing at the same time, wit 
comparative ease, the adherent appendages. No drainage. Con- 
valescence was rapid and satisfactory. 

HISTORICAL DATA. 

Bisection was first done by J. L. Faure, of Paris, September 
1st, 1897. His first supra-cervical hysterectomy was made Novem- 
ber 24th, 1898. During the two following years—1898 and 1899 
—he resorted to this procedure in thirty cases (suppurative ad- 
nexa, uterine fibroma and pelvic hydatids.) Howard Kelly, 
while working in quite an opposite manner independently dis- 
covered bisection of the uterus. He was compelled (December 
10, 1899), to bisect a voluminous fibroid in order to hastily termi- 
nate a most dangerous operation. After using this method in 
fibroids the eminent Baltimore surgeon ventured to apply it to 
minor (in size) affections. With the frankness and loyalty char- 
acteristic of great minds, Howard Kelly promptly acknowledged 
Faure’s priority in the field of bisection, thus intensifying the 
admiration of the French school for American gynecology to 
which it has repeatedly acknowledged its indebtedness. 
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OOPHORECTOMY: ITS EFFECT ON THE MIND AND NER- 
VOUS SYSTEM.* 


BY WALTER LINDLEY, M.D., LOS ANGELES, CAL, 


Professor of Gynecology in the Medical College of the University of Southern Cal- 
ifornia, Ex-President of the California State Medical Society. 


My object in presenting this paper is to direct attention to 
three effects of removal of the ovaries: 

(1) Its effects on epilepsy; 

(2) Its effects on insanity; 

(3) Its effect on a patient who has no apparent disease of 
the mind or nervous system. 

(1) In regard to its effect on epilepsy, the intimate relations 
of the uterus and ovaries, especially at the menstrual period, 
with the brain and nervous system, has led many to look to these 
organs with the hope that surgical interference would give relief 
—especially as pregnancy (cessation of menstruation) has been 
known to give temporary immunity from the attacks (29 out 
of 46 cases improved, 8 aggravated, 9 unchanged). 

I have tried operation in three cases. The first was a woman 
of 20 who began to have epilepsy at 15. Removal of the ovaries 
had no effect on the convulsions, and she died six months later 
in an asylum for the insane. The second was a woman of 35, 
epileptic 12 years—with hypertrophied, lacerated, retroverted and 
adherent uterus. Vaginal hysterectomy and oophorectomy was 
performed. She was free from epilepsy for some weeks, but is 
now as bad as ever. The third case was a girl of 19, six years 
menstruant, epilepsy developing at first period and returning 
regularly each month—menstruation and convulsion appearing 
synchronously. For two and a half months after removal of the 
ovaries there was no spasm; but now—18 months after opera- 
tion—she is in her former condition. 

This experience is discouraging except from one view- 
point: These patients cannot reproduce their kind. Some authors 
advocate hysterectomy without removal of the ovaries. Possibly 
it is better 


*Abstract of paper read before the Medical Society of the State of California. 


(2) In regard to the effects of oophorectomy on insanity, 
my personal experience has been quite limited. I will relate one 
case. 

The patient was a married woman, aged 30, who had borne 
three children. The history was that every time she became 
pregnant she went insane, and that she was in the hospital for 
the insane during six months of her last pregnancy. Also that 
when she menstruated, she showed considerable mental excite- 
ment; in fact, the woman was to some extent weak-minded most 
of the time, but at other times than during her pregnancy she was 
able to do her housework. I removed the tubes and ovaries on 
Jan. 4, this year. The woman made a good recovery, and left 
the hospital for her home Jan. 31, 1902. She remained very well 
for about two weeks, and then began to grow worse, and it was 
found necessary to commit her to the hospital for the insane 
on February 27. 

Dr. H. G. Brainerd says: “As to the effect of oophorectomy 
on insanity, two cases, which began as attacks of melancholia, 
with suicidal propensities, recurring with each menstrual period 
for a number of months, and later became continuous, were 
both cured by oophorectomy. In quite a number of other cases, 
where the operation was done in the hope of relieving insanity, 
the patients have been either not benefited or really made worse 
by the operation.” ‘My opinion is that an insane or epileptic 
woman should have the same judicious treatment accorded her 
for ovarian trouvie, which might or might not include the re- 
moval vf the diseased organs, as the woman who is not insane. 
But only a very small proportion of either insane or epileptic 
Women will be cured by oophorectomy. And I have seen not a 
few nervous wrecks whose chief source of trouble was, in my 
opinion, due to the removal of their ovaries.” 

These opinions of Dr. Brainerd and Mr. McBride (who are 
our highest authorities in Southern California as neurologists) 
coincide with the experience of Dr. F. T. Bicknell, the gynecolo- 
gist. He says that in a number of cases of epilepsy and insanity 
on whom oophorectomy has been performed he has never seen ’ 
any benefits result. 

(8) In regard to the effects of the operation on women who 
are previously normal in their mental and nervous condition, my 
own experience has been that there were no bad results. Out of 
about twenty cases that I have personally observed for a long 
period after operation, there have only been three in whom ner- 
vous symptoms have possibly been attributed to oophorectomy, 
and in these there was room for doubt as to whether the oper- 
ation was the cause of the trouble. Bicknell says that, where 
nervousness can be traced to tender, painful and neuralgic ovar- 
ies, oophorectomy and consequent menopause brings on prema- 
turely the same good nature and cheerfulness and content that 
we generally see in nervous women following the natural meno- 
pause. Baldy says: “Possibly we are too much alarmed about 
the dangers and inconveniences of an artificial menopause. 
Double ovariotomy at least is not followed by very evident 
physiologic troubles.” 

The general tendency now seems to be to attribute great 
virtues to ovarian extract. The International Medical Annual 
for 1902 quotes Krusen, of Philadelphia, who has devoted three 
years to the study of the therapeutic properties of this sub- 
stance, and has arrived at the conclusion that the principal 
function of the ovary is ovulation; and if any peculiar product 
is coincidently manufactured, the isolation of this product has 
not yet been accomplisht. The same work also quotes several 
others, who speak favorably. Dr. Regis prescribed it in cases 
of mania following the removal of both ovaries and tubes; the 
result was most successful, altho many injections were neces- 
sary. Dr. Leopold Landau gives his support to this mode of 
treatment. The same work quotes Julian, who finds the drug 
of great value in post-operative menopausal symptoms, as in 
amenorrhea, dysmenorrhea, anemia, chlorosis and osteomalacia. 
He gives full notes of forty-one cases in support of his asser- 
tions. The method of administration now generally adopted is 
to give five-grain tablets by the mouth three times daily. Gould 
& Pyle’s Cyclopedia of Medicine and Surgery says: “The sub- 
stance of the ovaries has been administered with some benefit 
in the nervous manifestations and pathologic conditions which 
occur when the ovarian functions are partially or wholly ar- 
rested, as in cirrhosis or malignant disease thereof, or after the 
operation of ovariotomy. It is said to be of use in cases of de- 
— or other mental disturbance coincident with the climac- 
teric.” 

Without having any accurate notes on this subject, my im- 
pressions have been that the woman upon whom hysterectomy 
has been performed, and where the ovaries have been left, makes 
a quicker and more satisfactory recovery than the patient who 
has had oophorectomy performed. I could point to a considera- 
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ble number of cases in Los Angeles of women who have great 
responsibilities, and hold, one might say, eminent positions, upon 
whom hysterectomy has been performed, and yet who are hav- 
ing the brightest and most successful years of their lives. 

And, tosum up the whole matter from my very indefinite data, 
I would say that, in selected cases of epilepsy and insanity, where 
there is real disease of the ovaries, production of the artificial 
menopause is advisable and justifiable, and that in any woman 
who has diseased ovaries the fear of producing nervous and men- 
tal diseases should not in any way interfere with the decision to 
promptly operate, but the preferable operation is to remove the 
uterus and leave the ovaries. This may logically lead to produc- 
ing menopause by removing a section of both the Fallopian 
tubes, but I am not sufficiently informed on that operation to 
justify me in venturing an opinion. 


SUTURE OF HEART WOUNDS.* 


BY HARRY M. SHERMAN, A. M., M. D., SAN FRANCISCO, CAL, 
Professor of Surgery in the Medical Department of the University of California; 
Surgeon to St. Luke’s Hospital; Orthopedic Surgeon to the 

Children’s Hospital. 


In 1896 three operations for the suture of wounds of the 
heart muscle were done. Two are recorded as having been 
done in 1897. Four are credited to 1898. In 1899 the heart was 
sutured eleven times, in 1900 three times, and in 1901 nine times, 
three of this last set being done in this country. This year two 
operations have thus far been reported. This makes a total of 
thirty-four operations in the six years following the first at- 
tempt to treat, by a simple surgical procedure, an organ usually 
supposed to be particularly vulnerable, in fact, so vulnerable 
that any interference, even for surgical purposes, might be fol- 
lowed by immediately fatal results. 

As regards the manner of wounding: all these cases, except 
two, were due to punctured or incised wounds, the two excep- 
tions being bullet wounds; the particular injury to the heart was 
inflicted on the ventricles thirty-two times, the left ventricle be- 
ing implicated seventeen times and the right thirteen times; in 
two cases only were auricles opened (once the right and once the 
left), and there are three cases in which my information is in- 
complete. In most of the cases where details are given the 
pleura is reported wounded, and usually there was a hemothorax, 
the collection representing, in large part, the overflow from the 
pericardium. 

The practical questions which come to the mind of a sur- 
geon in planning an operation to meet these conditions, relate 
to (1) the method of exposure of the heart, (2) the detail of the 
treatment of its particular condition, and (8) the method of clos- 
ing and dressing the wound of the operation. 

In the cases reported the heart was reacht variously, de- 
pending on the location of the original wound in the skin and 
the choice of the operator, but either a flap of all of the tissues 
of the thoracic wall was turned up, or a resection of two or 
more ribs was practist. The particular detail is of no great mo- 
ment provided the heart is properly exposed. The special method 
of treating the heart wound is of interest, for it involves (a) the 
choice of suture material for a novel situation, (b) the time at 
which the suture is introduced and tied with reference to the 
heart beat, and (c) the depth of the stitch in the heart muscle. 
Three operators are recorded as having used catgut (Fontan of 
Paris, Marion and Launay); in all other instances where the su- 
ture material was specified silk was used, and in most cases the 
sutures were interrupted, tho in a small number a continuous 
suture was practist. It is of interest to note that these opera- 
tors particularly avoided including the endocardium in the suture. 
One of them definitely reports introducing and tying the suture 
during diastole. 

As regards the closure of the wounds—the tissues involved 
in the flaps or incisions were, of course, replaced: in seven in- 
stances drainage of the pericardium and pleura was practist, and 
in four the pleura alone was drained. The other cases are said 
plainly to have been closed without drainage, or nothing is said 
of the matter at all. 


RESULTS. 
Now, of the total number of these cases five died on the op- 


" erating table (of hemorrhage), and ten died very soon afterwards 


of the effects of hemorrhage or the shock of the operation; so 
that nearly half of the cases that survived the injury long 


*Abstract of Oration on Surgery delivered before the fifty-third annual meet- 
ing of the American Medical Association at Saratoga Springs, N. Y., June, 1902. 


enough to be subjected to operation died during or very shortly 
after that operation. The other group, nineteen in number, had 
various fortunes, but thirteen of them recovered and only six 
died. Surely the fifteen who died of hemorrhage or shock with 
operation would probably have died of hemorrhage exactly the 
same without operation. No fatal traumat.sm is inflicted by ex- 
posing the heart; and stopping the hemorrhage from an incised 
or punctured wound in the ventricles is a simple matter when 
the heart is once exposed; indeed, pressure with the finger or a 
tampon will stop it temporarily. At all events the operation and 
suture did not add materially to the amount of blood lost and 
so cannot be counted as having hastened the death from hemor- 
rhage. The average amount of shock I can not estimate. But I 
believe that it is fair to say that these patients had, from the 
first, practically no chance to recover, and that, if this had been 
known, the operations need not have been done—but I say this 
with full appreciation of the fact that the inevitable fatality 
could not have been definitely predicted in any case. Of the other 
nineteen, the comment is, plainly, that they had a chance to re- 
cover. In each of them the suture of the heart was a successful 
procedure; in not one instance was the fatal outcome due to a 
secondary hemorrhage. The six who died succumbed to the 
common matter of an infection, sequent to wound and operation. 
Of the thirteen who recovered four did so in spite of a concur- 
rent infection. But the point is that of these thirty-four cases, 
fifteen had, really, but very slight expectation of benefit from 
the operation, and died probably neither in spite of it nor because 
of it—nineteen had expectation of recovery from operation, and 
in thirteen that expectation was realized. 

The death-rate percentage, as the whole list stands now, is 
about one-third. But if we wish to consider only the final suc- 
cess or failure of the suture of the heart muscle we must limit - 
our inquiry to the cases in which this procedure was really test- 
ed, and then we see that the percentage of recoveries may be 
considered a little more than two-thirds. 

The road to the heart is only two or three centimeters in a 
direct line, but it has taken surgery nearly 2400 years to traye) 
it, for I take it that the operation of opening the chest for an 
empyema, which was known to Hippocrates, was a direct prede- 
cessor of the attempt to treat other thoracic viscera. It does not 
need to be said that during most of this time surgery sood still 
and that the advances were little by little. We all know that 
before the antiseptic and aseptic eras pleurotomy for empyema 
gave very terrible results, and there could be but scant encour- 
agement to draw surgeons to fresh fields. However, more than 
a century ago (1798) Desault, with the logic and precision which 
still characterizes the French school, laid down the rules for 
opening the pericardium for an empyema situated in that sac, 
and anticipated much of the technic of to-day. It took surgery 
ninety-eight years to pass from the pericardium to the epicardi- 
um, across a space that is such only potentially. 

It is a little odd that surgeons have hesitated so long to go 
to the aid of the wounded heart in man. Physiologists for years 
have experimented on the hearts of animals selected from nearly 
all the species of the animal kingdom. The special references 
to this matter are not needed here, but it is germane to the sub- 
ject to note that the tolerance of the mammalian heart for man- 
ipulation, and its persistence of action in spite of wounds and 
obstacles, have long been known. The experience of the various 
operators has been, aS might therefore have been expected, that 
the heart of man was no more resentful of intervention than 
were the hearts of other mammals, and that it not only could be 
handled, and even partially lifted from the pericardium, but that 
its muscles could be sutured so as to close a wound, just as can 
be done with the skeletal muscles. However, in the case of the 
systemic muscles rest can usually be enforced, either completely 
or partially, during the process of healing, but this can not be 
done with the heart. Here comes the great difference between 
the heart muscle and the skeleton muscles, both as regards su- 
ture and the reparative process, the heart must continue to act 
for the whole of the time. The question, therefore, centers, first, 
on the possibility of properly suturing, that is, placing a practical 
suture in the moving heart, and second, on the result of the 
healing process. The first question is one of only technical mo- 
ment, for the work on animals has shown that it can be done, 
and the experience of those who have sutured the human heart 
has not disclosed any special difficulty in the procedure, but the 
matter and manner of the sutures are debatable. 

METHODS OF SUTURING. 

The general advice is that the sutures of muscle should be 
of silk, and it has been most frequently used in the heart mus- 
cle, but three of the successful cases, the two of Fontan’s and 
the one of Launay’s, were sutured with catgut. Elsberg has ad- 
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vised, as the result of his experiments on rabbits and dogs, that 
the suture material should be silk, and that the suture be an 
interrupted one, and very superficially placed, believing that 
deep sutures will tear out while superficial ones will hold. He 
also advises that the suture be placed and tied during the dias- 
tole of the heart. My own experiments have proven that it is 
best not to attempt to hold the heart with any kind of tissue- 
forceps—it struggles violently and often tears the margin of 
the wound seriously; to overcome this difficulty with the forceps 
I put into the heart, before incising it, two long suspension loops 
of silk, dipping the needle so as to carry them deep into the ven- 
tricular wall. These gave complete control of the organ, for 
_they did not tear out, and even tho the heart was hanging from 
them in its function continued, it could be lifted quite halfway 
out of the pericardium or turned from side to side as desired; 
and by crossing them bleeding from the heart could be absolutely 
controlled. I also found that attempts at suturing in diastole— 
as has been advised—were futile, owing to the rapid and tumultu- 
ous beating; but with the incision coapted and held relatively 
motionless by the crosst and taut suspension loops the sutures 
can be introduced regardless of diastole or systole; but as the 
heart does not bleed in diastole (it bleeds only in systole), the su- 
ture must be tied to be efficient at that time, and the way to do 
it is to tie quietly and firmly, during the rapid beating of the 
heart, and to take no account of split second diastoles, but watch 
the knots as one should watch the knots of the ligature in a ma- 
jor vessel. And the same judgment which controls the tension 
of the suture should control the depth to which it reaches. I 
can not agree with the statement of some that a superficial su- 
ture will hold where a deep one will tear out: One is suturing 
the myocardium, not the epicardium. Of course, it is inadvisable 
to penetrate the endocardium, but it is, at the same time, and 
unfortunately, a difficult thing not to do. I did it once because I 
intended to do it; in this case the result was that the strand of 
suture stretcht across the cavity of the ventricle was the occa- 
sion of he formation of a little globular clot, which was found 
at the autopsy to be firm and white, and surrounded by a large 
post-mortem clot. 

I had thought that the lessening of the number of knots on 
the epicardial surface by the use of the continuous suture might 
be a special point in its favor, but the matter seems to be unim- 
portant, for all knots quickly sink into the tissues, leaving a 
flush surface which is covered with fibrin. 


Silk has been the suture-material of choice; but catgut has 

been successfully employed in some cases. 
DIFFICULTIES. 

So far as the heart itself is concerned the proposition for its 
suture, in case of wound, is properly establisht; and if it were a 
superficial organ and easy of access, and if the path by which 
it is reacht could easily be closed again, the whole matter would 
be eminently simple. The operation would be more frequently 
done, for the occasion demanding it would more frequently arise, 
and the whole technic would be quickly workt out in detail. 
But the heart, while it is close to the surface of the body at one 
point, is not a superficial organ, and to reach it the bony and 
muscular chest wall has to be traversed—a matter of no special 
import—and two serous sacs have to be invaded. Herein lies 
the great difficulty. 

It is true that in a dissection the pericardium can usually 
be reacht without a wound of the left pleura, but it can only be 
done by taking the pleura definitely into account. The anterior 
limits of the sac are very various and in the dissecting room it 
has been found to extend across behind the sternum almost to 
the right border of the bone. Commonly, it overlaps and lies 
just internal to the left border of the sternum as far down as the 
fourth cartilage, and from this point gradually passes down- 
wards and outwards crossing the sternal end of the fifth carti- 
lage and just internal to the middle at the sixth. A wound, 
therefore, to reach the pericardium and heart without injuring 
the pleura would have to be placed in the sixth interspace and 
close to the sternal edge, and be directed almost exactly back- 
wards. This place is so small that practically it is never found, 
and it is necessary to consider that all wounds which penetrate 
the pericardium have traverst the pleura, and it is across the 
Same tissue and sac that the surgeon must pass who attempts to 
repair the wound. 

There is another point to be considered here. The opening 
of a serous sac, either accidently or surgically, exposes it to in- 
fection, and the serous membrane, by a power inherent in it, 
deals with such infection as occurs unless the latter overwhelms 
it. The question has been thoroly studied by all, in its relation 
to the peritoneum, but I wish merely to refer to the fact that the 
peritoneum offers opportunities for the localization of an infec- 


tion which can not otherwise be disposed of, and that intestinal 
rest may contribute greatly to this localization. Both the pleura 
and pericardium differ from the peritoneum in this respect—the 
surfaces of neither offer pockets or recesses in which an infec- 
tion may be confined, and constant motion incident to breathing 
and the heart beat, tends to disseminate pathogens and to quickly 
distribute them over the whole surface of the sac. In view of the 
great frequency of infection of the left pleura in connection with 
heart wounds, I am obliged to believe that the inability to obtain 
surgical rest for the tissue is a prominent factor in producing 
and perpetuating the condition. 

Terrier and Raymond claim that infection of the pleura is 
not likely to occur unless there is a coincident wound of the 
lung. They argue that the infection probably comes from a 
bronchus, and base the treatment necessary for a traumatic 
hemothorax on the presence or absence of hemoptysis. In no 
one of the clinical histories of these heart-wounds was there 
any mention of hemoptysis, but nearly all had hemotothorax— 
large quantities of blood being in the pleura; and a large per- 
centage developt sepsis. 


SEPSIS AND DRAINAGE. 


Of the thirty-four cases, nineteen lived long enough for the 
development of an infection, and in ten it developt, and of these 
six died, showing that infection so affects prognosis in these 
cases that a man infected has not so much as half a chance to 
recover; or, to put it differently, more than half of the cases 
were infected, and of these more than half died. It is of particu- 
lar interest to know the time of the implantation of the infec- 
tion, and I have found records of nine other cases of wounds of 
the pericardium and heart which were not submitted to any pri- 
mary operation, and of these three had local infection, and one 
had primary local healing, but died of a peritonitis. The number 
of cases is very small, but so far as they go they show that 
about one-third of them are infected by the wounding instru- 
ment, and that primary operation increases the chance of all 
infection to more than half; this, however, Must not be taken as 
counting against operation, for its object is to control conditions 
which lead to certain death, and even with an infection recov- 
ery is not impossible. The knowledge of the great likelihood of 
an infection at the time of the receipt of the wound must he 
made use of, and one must consider if such a wound is not to be 
treated as one already infected. If this is done some method of 
drainage will be employed, and the detail of its arrangement is 
complicated by this fact, that one serous sac, the pericardium, 
must be drained across or thru another, the pleura. The advice 
is given, probably in view of this difficulty, that both pericar- 
dium and pleura be closed without drainage, but some operators 
have drained and their results merit consideration. So far as 
I can learn, eleven of the thirty-four cases had primary drain- 
age arranged, four for the pleura alone, and seven for the pleura 
and pericardium. Of the eleven seven recovered, tho two had in- 
fection. Of the four who died, two died of sepsis, and two of 
collapse before the possibility of knowing if sepsis was to develop 
or not, and if we exclude these last two we have nine cases 
drained with seven recovering. Now, on the other side, there 
were nine cases that had no primary drain, and did have infec- 
tion, and of these five recovered. 


The number of cases is small, seven out of nine and five out 
of nine, but in these cases, as in many, many others, a hair, 
perhaps, divides the chances of success from those of failure, 
and where we have only small statistics at hand, it is with those 
that we must work, and on them base our future actions. 

In the drainage of the pericardium there is a point worth 
mentioning. The material should, of course, be gauze. It may 
be put in a small space left unclosed at the lowest point of the 
wound (and it does not need to go deeply into the sac, for with 
the patient supine or reclining the heart will sink in any effused 
fluid towards the ventral side, where a drain may easily reach 
it); but the fluid must pass upwards from the pericardium to- 
wards the skin opening, and this is, of course, a disadvantage. 
For the pleura a drain may be arranged to make its exit by the 
same opening as that for the pericardium or, and this seems the 
wiser plan, it may have an independent opening near the pos- 


“terior axillary line, where it will be of most service if empyema 


does develop, and may, in such a case, obviate the need of a 
secondary thoracotomy. Of course, if no sepsis supervene all 
draims should be very shortly removed. 


CONCLUSION. 

The operations which have been recorded mark only the be- 
ginning; the heart is now destined to be submitted to many 
manipulations provided they may be done without stopping its 
action at once. It is a very unsafe thing to prophesy, but that 
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more will be attempted can easily be inferred, for interference 
with the mitral orifice has already been suggested, and the im- 
mediate neighborhood of the heart has been invaded and a sac- 
culated aneurysm of the aorta has been tied off, the success of 
this well-executed maneuver being prevented only by the failure 
of the atheromatous vessel walls to heal. Possibly, the next step 
may be delayed as long as the application to the heart of com- 
mon surgical methods was delayed after Desault had taught us 
to open the pericardium. Perhaps it may come soon. It is not 
impossible that a new surgical technic may have to be created, 
but it is most probable that the next step will be based on the 
new application of the very old matters of the suture and drain- 


age. 


CANCER OF THE BREAST TREATED BY X-RAY.* 


BY ALBERT SOILAND, M. D., LOS ANGELES, CAL. 


Lady, 58 years of age, married, patient of Drs. Brainerd and 
Bullard, of tuberculous family history, had a tumor which be- 
gan 3 years ago as a small lump just above left nipple; it he- 
came hard and painful shortly after its appearance. The patient 
was not greatly alarmed at this time, but applied various salves 
and ointments to disperse the lump, which, however, continu- 
ally grew larger and was finally accompanied by glandular swel- 
lings in both axilla. After progressing for six months in this 
manner it finally broke out on the surface and began to discharge 
thru three or four sinous openings. Several physicians were now 
consulted, and they pronounced it a case of typical cancer of the 
breast, too late for radical cure. 

Fight months later there was an intensely inflamed surface 
as large as a small saucer situated upon the breast, just external 
to nipple, and a round ulcer the size of a silver half-dollar, above 
the nipple, in addition to several sinus openings, which termin- 
ated in epithelial, cauliflower-like outgrowths that appeared below 
the nipple. 

It was at this time (three months ago) that she began the 
X-ray treatment, exposures being made on alternate days. At 
the end of six weeks there had been much improvement, the 
growth being considerably reduced in size and the secretions di- 
minisht. The patient was now advised to come to Southern Cali- 
fornia for her general health, and six weeks ago she presented 
herself at my office for further treatment. Upon examination, I 
found an open ulcer the size of a silver half-dollar situated upon 
an indurated base, one inch above the left nipple. Just external 
to the nipple was a tender, inflamed area, about three inches in 
diameter, depresst, and bound down tightly to underlying gland 
substance. Below the nipple appeared six warty, epithelial out- 
growths in a semi-circle, closely united to one another, and dis- 
charging a thin secretion where their lower borders joined the 
skin. The entire left mammary gland seemed to be involved in 
the cancerous process, and the axillary glands on both sides were 
found to be enlarged and tender. 

Irradiation was begun immediately, a soft, domestic tube 
being used, length of exposure, 15 minutes; tube excited by a 
static induction machine and focust upon the tumor: placed 
within six inches of surface; treatment every other day. Decided 
improvement followed the first few treatments, the pain ceast 
and the discharge lessened. After three weeks’ irradiation the 
ulcerated part had become filled in and covered by a thin skin; 
the inflamed parts were more normal in appearance, and the 
warty outgrowths flattened and hard. The tumor was now per- 
fectly dry and all pain gone. At this time a heavy, German, 
high-vacuum tube was substituted for the one formerly employed, 
and brought to bear upon the tumor for ten minutes, the auxil- 
lary glands also being subjected to exposure for five minutes on 
each side, tube focust at six inches as formerly. At the present 
time the external manifestations of the tumor are entirely gone, 
and the parts covered by healthy scar tissue; the skin over the 
gland being quite freely movable. A few hard nodules can still 
be detected in the gland structure, but no pain nor tenderness 
ean be elicited on pressure. The axillary glands are much dimin- 
isht in size and cause no inconvenience at present. These glands 
and the site of the original tumor are now being subjected to 
five minutes’ irradiation two times a week to promote absorption 
of the remaining indurated tissues, the patient’s general health 
being much improved. 

Perhaps it is a little premature to claim an absolute cure in 
this case, but we can at least state that decided and positive im- 


*Abstract of article read before the Los Angeles Medical Society. 


provement has taken place, and to all outward appearances a 
cure effected. 

How much good can be accomplisht by the Roentgen rays 
upon the deeper and internal structures has as yet not been fully 
determined. The changes brought about in the remote parts 
may be largely due to the electrolytic action of the powerful in- 
duced currents which accompany the rays into the tissues, and 
to which the rays owe their very existence. We do know, how- 
ever, that both benign and malignant skin lesions can be cured 
by the actinic or chemical rays which emanate from a properly 
excited vacuum tube. 

There is no contraindication to the proper use of X-rays in any 
stage of carcinoma; even when used in hopelessly advanced 
cases, they will relieve the pain and lessen the discharge in a 
more satisfactory manner than any other therapeutic agent with 
which we are familiar. : 


LIVING CHILD SECURED BY OPERATION AT END OF 
TERM IN EXTRAUTERINE GESTATION.* 


BY E. F. ROOT, M. D., SALT LAKE CITY, UTAH. 


The rarity of securing-a living child by abdominal section 
at the end of the period of gestation, in ectopic pregnancy, war- 
rants report of this case. 

Mrs. J. E. B.—aet. 40, called me to attend her in confine- 
ment July 18, 1900. I had seen her one week before when she 
thought she was about to be confined, but her pains quickly sub- 
sided and she had no symptoms for one week. She seemed then 
to be in the early stage of normal labor, pains regular, but it 
seemed to me the effort was more voluntary than they should 
be. I then made an examination and was convinced the preg- 
nancy was extra-uterine. I called Doctor P. J. McKenna, who 
confirmed my diagnosis. 

There was a history of a very severe sick spell in January 
preceding, at which time I think the rupture and escape of the 
fetus into the peritoneal cavity took place. After six weeks she 
regained her usual health and had no symptoms, excepting 
hematuria,* until the labor began. She had had two children, 
the youngest fourteen years old. She was of medium height, 
but very fat, weighing 240 pounds. 

She was prevailed on after two days to go to the hospital 
for. operation. After as thoro preparation as possible a median 
incision was made and the sac incised (after it was found to be 
apparently firmly attacht to everything). The child, a_ gir!, 
weighing about six pounds, was extracted and the cord tied. A 
great quantity of fluid came from the sac. 

The placenta was attacht in part to the abdominal wall 
in front, and I thought best to leave it without packing, and close 
the wound. I felt more afraid of the sepsis which was sure to 
follow with an open wound than to trust to the closed method. 
I hoped to do a second operation to remove the placenta and the 
membranes should they cause trouble. No examination was at- 
tempted to find the uterus or tubes and ovaries, for, as I stated 
the sae was firmly attacht and prevented any examination with- 
out more injury than I dare to inflict. (At the first examination 
the uterus was made out about the size of a three-months’ preg- 
nancy, soft and flabby.) There was very little bleeding from the 
uterus thruout. The abdominal incision was carefully closed 
after cutting the cord short. 

The patient was very dull and apathetic when I first saw 
her, and remained so until after the operation, when she seemed 
brighter and more rational for a few days. She then lapst into 
the dull condition and gradually grew delirious. At the end of 
ten days I was compelled by the solicitations of her husband to 
allow her to be taken home. The operation to remove the pla- 
centa and sac was refused and the patient gradually grew worse 
and died on the 28th day after operation. The child did well for 
four days, when it suddenly collapst and died. I was unable to 
get an autopsy in either case. 

This patient undoubtedly died from poisoning from the re- 
tained placenta and membranes. But I believe the condition of 
the kidneys was a factor in the case. Hematuria. was a markt 
feature from the beginning. The great weight of the patient and 
the July heat complicated matters also. The salient point in my 
operation is probably closing-in the placenta. But I considered 
the risk less so than leaving the enormous surface exposed to 


*It is a curious fact that hematuria is a quite frequent symp- 
tom of ruptured tubal pregnancy. 


*Abstract of paper read before the Idaho State Medical Society. 
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the infection that was sure to come if the wound was left open. 
As my wound healed at once thruout, I believe the operation 
was aseptic, and whatever “sepsis” there was came from the 
breaking down of the placenta. H. A. Kelly, in his book, says 
the attempt has been made successfully to close in the placenta 
and trust to the aseptic character of the operation. He says the 
danger is excessive in leaving the placenta to slough out when 
the wound is left open. ) 

Of course, if the placenta and membranes are attacht in such 
a way as to be removed if possible, the case is then no more 
complicated than one of simple tumor; but only two such cases 
have thus far been recorded, one by Martin, of Berlin (now of 
Greifswald), and one by Eastman, of Indianapolis. 

Charles A. L. Reed advises always packing down to a live 
placenta. 


SOME REMARKS ON OPERATION FOR ENLARGED PROS- 
TATE.* 


BY LOUIS BAZET, M. D., SAN FRANCISCO, CAL. 
Professor of Genito-Urinary Surgery in the San Francisco Polyclinic. 


Until recently surgeons did not attempt operative treatment 
of enlarged prostates, chiefly because the hypertrophy was pre- 
sumed to depend upon arterio-sclerosis. This theory was in vogue 
until new histological researches were made after the failure of 
castration and vasectomy to cure this affection. In 1897, Mott, 
in a contribution to the study of the histological structure of 
prostatic hypertrophy, found that, out of 30 prostates examined, 
in 16 cases the vessels “ere completely normal, in 5 cases there 
was a simple congestion without vascular lesion, and in 9 cases 
only the vessels were very numerous and affected with endo- 
arteries and periarteritis. It was difficult after that to believe 
that arteriosclerosis was a principal cause of prostatic hypertro- 
phy! 

The tendency today is to consider prostatic hypertrophy as 
a primary affection, reacting secondarily upon a bladder whose 
functions and mechanism it viciously disturbs. It matters not 
whether it be an adenoma, a myoma, a fibroma or a mixt tumor 
or mass—the enlargement gives such an obstruction to the outflow 
that it causes obstruction, and, later, infection. Indeed, the 
trouble may go on to malignancy, Alborran and Halle having 
found 14 malignant cases in 100 autopsies for hypertrophy of 
the prostate. Hence the advisability of early and radical oper- 
ation. 

During the past four years perineal prostatectomy has rap- 
idly grown in favor, practically superseding the older suprapubic 
operation; it has been performed so many times, by so many op- 
erators, that it may be said to be clearly proven that the en- 
larged prostate may be removed practically without danger to 
the patient. Indeed, both immediate and remote results are now 
so good that its future is well establisht—the suprapubic and the 
combined methods will be reserved for the exceptional cases only. 

The operation as now practist is not a mere temporary re- 
lief of vesical distension—it is not a mere section, but removal 
of the hypertrophied tissue, and the parts likely to become such. 
It drains the bladder—not by an orifice, but by a canal which 
taps the urine at its lowest point, thus putting the urinary appar- 
atus into complete rest. During this rest the infection diminishes 
and the bladder is put in such condition that it soon regains its 
normal condition and function. 

The technic, as described by Goodfellow, of San Francisco, 
is thus: A vertical perineal section opening the membranous 
urethra, hemisection of the posterior part of the prostatie urethra 
and of the prostate from its apex to the neck of the bladder; re- 
moval of the lobes one after the other with the fingers. 

Lately the contributions fo the literature of operation for 
prostatic hypertrophy have been very numerous. Perhaps the 
most prominent foreign surgeon who has persistently advocated 
this perineal method is Proust, who has in Europe establisht it 
on a scientific basis. I am quite convinced that Proust was not 
acquainted with Goodfellow’s operation when he wrote his the- 
sis, “Prostatectomie Totale,” in 1900, his communication on per- 
ineal prostatectomy in collaboration with Gosset (in 1900), his 
article, ‘Prostatectomy and Inverst Perineal Position’ (Oct. 30, 
1900), and lastly his article at the fifth Reunion of the French 
Association of Urology, Paris, 1901, “Technic of Perineal Pros- 
tatectomy.” The technic of the operation of Proust is not ex- 
actly the same; the principle adopted is the same. He uses a 


“table, a modification of Jayle, to acquire an excessive flexion; 


“From proceedings of the California Academy of Medicine. 


*Abstract of paper read before the Southern California Medical Society. 


by that table he can dispense with two assistants; he chooses 
the transverse perineal incision to go thru the prerectal space; 
he exposes widely the parts by means of two special retractors; 
he seizes the prostate with an instrument of his own device; he 
frees the prostatic lobes on their external surfaces, divides on 
their posterior surfaces the prostatic urethra and the prostate, 
and removes with scissors and traction forceps one hemisection 
after the other. This is the same operation, the only difference 
being Goodfellow operates successfully in the dark, Proust dis- 
sects and brings before the eyes all the operative field from the 
membranous urethra to the inter-deferential triangle. The re- 
sults are the same. . . 

Who is entitled to be the author of the method? Goodfellow 
has operated by his method since 1891; he presented a descrip- 
tion of his operation in 1896 to the Southern California Medical 
Society. Proust communicated his first report in 1900, his last 
one in 1901. I think it is but justice to proclaim that the prior- 
ity of the method ought to be given to our colleague, Dr. G. Good- 
fellow. 

Since last October I have had 4 cases requiring operation. 
One of them was operated on by Dr. Goodfellow; the other 3 
I operated upon myself. Their ages were 56, 75, 63 and 7S. 
One was in the second period of prostatic hypertrophy; the other 
three were in the third period. Their lives were seriously threat- 
ened by urinary infection. These patients, notwithstanding their 
broken-down constitutions, are on their way to recovery. 

I have adopted the transverse prerectal incision, which I 
prefer to the vertical, because I can see what I am doing. The 
cicatrization is not retarded; the wound heals as quickly by one 
method as by another. 

In conclusion, I will say that from this limited experience, 
but an extensive observation and study of the work of others, I 
firmly believe that by .perineal prostatectomy any hypertrophied 
prostate can be removed, and that a sufficient time has elapst 
to demonstrate that the operation is without markt danger and 
its mortality very low. 


RESTORATION OF FINGER TIPS ENTIRELY LOST.* 


BY GEO. E. ABBOTT, M. D., PASADENA, CAL, 


Formerly Instructor in Gynecology in the New York Post-Graduate 
Medical School. 


The saving of a finger is sometimes more important than the 
removal of some great tumors; it certainly is work not beneath 
the dignity of even the greatest surgeon. From 25 per cent to 
40 per cent of all railroad and factory injuries involve the fin- 
gers—a large proportion of these of the right hand, so important 
to the laborer. 

With puncht, gouged, crusht and even completely severed 
fingers, it is quite common for the wounds to do well for’ three 
or four days—when, all at once, they become seriously inflamed: 
with great pain and swelling and some fever. This is generallky 
dependent upon too early return to work. After the first dress- 
ing, the patient, feeling comfortable, and thinking the wound 
to be of little consequence, puts the injured hand in a sling, and 
begins work with the other. 

Healthy granulations in any part of the body require the 
whole attention of the system. 

It is impossible to build even finger tips without the full 
assistance of the entire body—they do not grow well when the 
body is taxt in other ways. 

The method which has given best results can perhaps be 
best understood from a report of two cases. 


CASE I.—Boy, aged 14 years, caught his finger-ttp in a bicy- 
cle chain and crusht it entirely off—leaving only one-sixteenth 
of an inch of the nail. After two or three days the skin began 
to close in-and round over the tip of the finger in such a way that 
there would be much shortening. I proposed to incise the edges 
of the granulating surface and try to lead on the granulations 
by means of a sponge graft so placed that the granulations of the 
pulp would grow onward, and we would guide those of the skin 
until we were ready for them to round over the point of the 
finger. To this he assented. 

In this way the finger tip was, by “sponge eduction,” led 
onward, until now his right index is quite % inch longer than it 
would have been had it been allowed to heal, as is usual in these 
cases. It is but 1-16 shorter than its fellow. The lad has a good 
nail and no disfigurement whatsoever. A half-inch at the end 
of the index finger thruout life will mean much, very much to 
this boy, both in his social and practical life. 
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I believe this is rightly termed “major surgery” in results, 
tho perhaps not in technic. 

CASE II.—Man, 24 years old, came to me two weeks after 
crushing the end of his finger. It was nearly healed, except that 
the bone still protruded; and this he wanted cut off. The entire 
nail was gone—and apparently all of the matrix. The patient 
was a guitar player as well as mechanic; so when I explained to 
him that I could either remove the protruding tissues as he de- 
sired, or, with a little pain and much time, “build up” the finger 
until it would be nearly or quite as long as it should be, he chose 
the latter. He was, therefore, anesthetized and a straight in- 
cision made from side to side thru the stump, just as one would 
pass a knife under the matrix and root of the nail, had it been 
in place. This gave one straight flap on the back of the finger, 
in which the nail was to develop, should any part of the matrix 
prove to be still in a living condition. The end of the stump 
was then incised into four triangular-shaped flaps, having their 
apices at the center of the nail-flap and their bases at the cir- 
cumference of the stump. These were then dissected up, so 
that when the finger was held upright they formed a crown 
around the stump, except at the back which was occupied by 
the matrix flap just mentioned. Into this crown, close con- 
tact with the denuded finger, was placed the sponge graft, into 
which the granulations were to grow. The sponge was held in 
place by sterile adhesive plaster, bandaged with gauze, and the 
sponge kept constantly wet with warm normal salt solution. 
The sponge (in place) was syringed out every day with pyro- 
zone and boric acid solution, using an ordinary glass dropper as 
a syringe. Every three days the adhesive strips and old sponge 
were removed and replaced by new. 

Sponge grafts for surface work and eduction sponges (mas- 
toid-shaped portions of sponge used to stimulate granulations for 
filling up cavities and lost portions of the surface deeper than 
those of the skin surface) can be efficiently cleansed thru their 
entire volume by thus syringing with pyrozone and boric acid 
solution, one-fourth part pyrozone and one-fourth saturated solu- 
tion boric acid and one-half sterilized warm water. 

In using these sponge-grafts, it is essential: First, to use a 
fine-grained, stiff sponge; a coarse, soft, open sponge being of 
no use; second, the sections must be cut transversely and not 
longitudinally to the pores of the sponge; a carving-knife or 
sharp case-knife will cut sections and scissors snip off mastoid 
portions of sponge, quite as well as the best microtome. These 
sections should be one-eighth, one-sixteenth (or better, one thirty- 
second) inch thick; they should, of course, be thoroly sterilized, 
and after being applied be kept wet with sterilized normal salt 
solution (a teaspoonful of common table salt to a pint of water 
answers every purpose). 

Eduction sponges (sponges for filling cavities) must likewise 
be cut transversely to the tubes of the sponge, so that the granu- 
lations may grow up into them by capillary attraction as it were, 
the outer side of the sponge being placed against the granulating 
base and sides of the cavity. 

These must be removed every few days, or they may be 
held so firmly by the granulations as to be removed with diffi- 
culty, and with a tearing destruction of the tender granulations. 

I know of no method that will so quickly change an ab- 
seess cavity, or an ulcer, or any part that has been curetted be- 
eause of a depraved base, into a healthy granulating surface, as 
by the sponge graft or sponge eduction method. By it, lost sur- 
faces and lost finger tips may be restored to the extent of half 
an inch or more. 


SURGICAL TUBERCULOSIS.* 


BY ROSE TALBOTT BULLARD, LOS ANGELES, CAL, 
Associate Editor Southern California Practitioner. 


In childhood tuberculosis is more amenable to surgical cure 
than it is in adults. 
LYMPHATIC GLANDS. 

' Its most frequent location is in the lymphatic glands. Its 
chief age between 3 and 15. In order of frequency, the glands 
affected are (1) the cervical, (2) the mediastinal, (8) the mesenteric 
and (4) the retroperitoneal. Of the superficial set those most 
likely to be affected are (1) the cervical, (2) the cubital and (3) 
the axillary. 

The cervical are most often involved probably because of 
their close proximity to the mucous surfaces of the mouth, nose 
and throat thru which infection may enter—enlarged tonsils, 


*Abstract of paper read at the Southern California Medical Society. 


adenoids and carious teeth aiding in the causation; which when 
found must be removed. Eczema, rhinitis, otitis or other inflam- 
mation about the head may give rise to enlargement of the cer- 
vical glands with secondary tuberculous infection. 

After infection with the tubercle bacilli progress varies ac- 
cording to the powers of resistance of the patient and the char- 
acter of the previous gland enlargement. Some constitutions 
have little ability to cope with the disease—there is rapid involve- 
ment of gland after gland until soon the nodules are widely 
disseminated; in other instances the trouble appears to be purely 
localized. Between these two extremes there are all grades 
of variation. 

It is not always easy to determine whether or not a recently 
enlarged gland is already tubercular; but if the patient be kept 
under observation for some weeks it is usually possible to deter- 
mine whether the trouble depends upon the bacillus tuberculosis 
or some of the pyogenic cocci. In chronic cases when the glands 
are not greatly enlarged and show no appreciable change from 
month to month, it.is most difficult to decide. A large propor- 
tion of such cases is doubtless tubercular; in some a slight in- 
flammation somewhere about the head keeps up the irritation. 

If a case does not improve under constitutional treatment 
and local applications, and the diagnosis is establisht beyond a 
doubt, there is nothing rational to do but remove these reposi- 
tories of tubercle bacilli; it is conceded that general infection may 
even occur in the stage of calcification from the spores pres- 
ent. 

Radical operation offers the advantages over expectant treat- 
ment or incision of glands as they become softened, of substi- 
tuting a rapid removal for one which consumes _ years, of di- 
minishing danger of general infection and of leaving less un- 
sightly scars. Inexperienced operators will be surprised to find 
that more glands are always involved than was supposed from 
the appearance of the neck; but all must be removed. Various 
incisions have been recommended, but it should be planned for 
the individual case so as to afford a thoro exposure of the field 
of operation, leaving the scar as little noticeable as possible, re- 
membering that longitudinal scars of the neck usually stretch, 
while transverse scars seldom do. It will often be found that 
a comparatively small incision will suffice the removal of one 
gland affording access to the next. 

When suppuration has taken place there is a periadenitis; 
and complete extirpation of the glands with surrounding con- 
nective tissue is necessary to eradicate the diseased focus. 
Cheyne advocates removing glands and fat in a single piece, 
maintaining that in the fat are numerous minute diseased glands 
which will cause trouble; in practically every case where casea- 
tion or suppuration is present he removes the internal jugular 
vein to allow more thoro dissection. 

Objection has been made to radical operation because the 
system is thereby deprived of the protecting influence of the 
lymphatic glands, and because of danger of disseminating the 
poison. Thoro operation has been performed many times, and 
there has never been any records of patients who suffered from 
interference with lymphatic circulation excepting rare instances 
of slight edema. The functional power of the gland is probably 
already destroyed, and as lymph anastomosis is very rich a com- 
pensatory lymph circulation is likely soon establisht. Operation 
done hastily with forcible enucleation and detachment may at 
times press the contents of the diseased gland into the proximal 
ducts, but careful and deliberate dissection and separation will 
not tend to disseminate the virus. 

BONES AND JOINTS. 

The point of least resistance to tuberculosis, next in fre- 
quency to the lungs and lymphatic glands, is found in bone. 
Slight traumatism plays an important part in determining the 
localization of the bacilli. Volkmann has pointed out that the 
tubercle is probably unable to develop in presence of the active 
cell proliferation which always occurs in the repair of a severe 
trauma. We rarely, if ever, find tuberculosis develop at the 
seat of a fracture. In children a large proportion of diseased 
joints is tubercular; in adults the non-tubercular predominate. 


As to the pathological condition, the classification of Koenig 


is generally accepted. : 

1. The granulating focus—(a small tubercle which develops 
into the second form). 

2. Tubercular necrosis—(when a large enough area is in- 
volved to cause death of a visible portion of bone.) 

8. Tubercular infarct—(the result of obstruction of vessels 
with tubercular emboli), fesulting in a cone-shaped sequestrum. 

4. Osteomyelitis—the whole bone and its medulla being in- 
volved. 

A large per cent of joint tuberculosis is primarily osteal; 
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but the disease sometimes begins as a tuberculous synovitis. In 
either case the symptoms of the first stage are, unfortunately, 
very obscure—pain being frequently absent or referred to some 
distant point; and a slight limp perhaps being the only sign vis- 
ible to the ordinary observer. 

On even early examination rigidity of muscles will be found 
—recognized by stripping the child and comparing the two sides. 
Night cries are common—especially when the hip is affected. 
Tenderness, swelling and deformity appear only late—long after 
appropriate treatment should have been instituted. 

Diagnosis of joint tuberculosis having been made no motion 
of that articulation should be permitted for months. Rest is 
the only sure relief. Traction may, in some instances, assist in 
procuring rest by resisting muscular contraction and modifying 
joint-pressure. Immobilization of the joint and out-door life 
are the two principal objects of treatment. 

There is wide difference of opinion as to the value of the 
injection of 10 per cent iodoform-glycerine emulsion into the 
joints. In primary tubereular synovitis good results are pretty 
certain according to Senn. German surgeons ardently advocate 
it in all forms. Hildebrand (Correspondenzblatt fuer Schweizer 
Aerzte, Jan. 15, 1901) says he believes experience has shown the 
value of iodoform injections; that they have a certain influence 
in inhibiting the growth of bacilli; and by their irritating effect 
tend to develop blood vessels and scar tissue, thus limiting the 
action of the bacilli. He admits, however, if the bone is pri- 
marily affected (and some authorities consider that this is always 
the case) that the injections are ineffectual. 

On the other hand, many, especially the orthopedists, have 
given it faithful trial and abandoned it, saying it offered no 
advantage over rest alone. 

Orthopedic surgeons, with their slow treatment, show better 
results than do the operative surgeons, yet a treatment which 
requires from one to three years to bring about a cure (and that 
cure often a recovery with deformity) cannot be called satisfac- 
tory. Kocher has said “a cure in the sense of removing every 
possibility of subsequent tubercular invasion cannot be reacht 
thru conservative means. Numerous instances are on record of 
operation being demanded a long time after the use of conser- 
vative means where apparent health had resulted. The only 
treatment which will produce radical cure is operative and con- 
sists in the elimination of the entire tubercular deposit. When 
the case is first seen, the possibility of need of operative meas- 
ures should at least be suggested. Permanent results of total 
resection have been very favorable, and the unfavorable results 
usually occur because operative treatment is undertaken late 
after disease is far advanced.” Bloodgood (Bulletin of the Johns 
Hopkins Hospital, Jan., 1900) has reported twelve cases of rad- 
ical operation in tuberculosis of the hip-joint, and states that 
the chief object of early operation is to take the disease in its 
early stage, to relieve the tension of a distended capsule, to 
check and cure the tubercular synovitis by disinfection and drain- 
age; to explore the bone with the hope of finding tubercular 
ostedmyelitis, in which case the diseased tissue can be partially 
or completely excised, trusting to disinfection, drainage and the 
healing process to check and later cure the disease of the bone 
without injury to its continuity. 

Dr. A. M. Phelps, of New York, reported at the International 
Medical Congress at Paris, in 1900, seventy cases of tuberculous 
and purulent joints operated upon, the diseased bone removed, 
the synovial membrane and abscess cavities curetted, and the en- 
tire field filled with pure carbolic acid, which is allowed to re- 
main one minute by the watch, then thoroly washt out with 
pure alcohol, and finally the alcohol washt away with a two 
per cent solution of carbolic acid. His results are most favora- 
ble. Other operators have reported satisfactory results from this 
method. 

It is as yet too early to decide upon the ultimate results of 
these later operations, but there is dissatisfaction with the old 
methods, and an effort is being made to place joint surgery more 
on a par with other surgery. It may at least be said that after 
a patient has been kept at rest a few months and the joint, 
instead of improving is going from bad to worse, radical inter- 
ference would seem justifiable. 

In tuberculosis of any form it is essential to build up the 
constitution, and this is not less important in its surgical mani- 
festations. Surgical treatment should only supplement and not 
be substituted for constitutional treatment, 


A wonderful story comes from Waco, Tex., A seven-year- 
old child swallowed a silver half dollar, causing serious symp- 
toms. A physician was called, who promptly administered a 
little mint. There was an immediate change and before night- 
fall the child passt five silver dimes. 
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LITERARY NOTES. 


ANOTHER JOURNAL DEAD. 


The Southern Illinois Medical Journal has been consolidated 
with the St. Louis Clinique. 


PENROSE’S GYNECOLOGY. 


A Text-Book of Diseases of Women. By Charles B. Penrose, 
M. D., Ph.D., formerly Professor of Gynecology in the Univer- 
sity of Pennsylvania. Fourth Edition, Revised. Octavo volume 
of 539 pages, handsomely illustrated. Philadelphia and London: 
W. B. Saunders & Co., 1901. Cloth, $3.75 net. Regularly every 
year a new edition of this excellent text-book is called for, and 
altho it is distinctly .a text-book, it appears to be in as great 
favor with physicians as with students. Indeed, this book has 
taken its place as the ideal work for the general practitioner. 
The author presents the best teaching of modern gynecology, 
untrammeled by antiquated ideas and methods. In most in- 
stances only one plan of treatment is described. This is a great 
advantage, since it prevents confusion on the part of the reader 
and also gives space for carefully detailed instruction in the 
methods recommended. In every case the most modern and 
progressive technic is adopted, and the main points are made 
clear by excellent illustrations. The new edition has been care- 
fully revised, much new matter has been added, and a number 
of new original illustrations have been introduced. In its re- 
vised form this volume continues to be an admirable exposition 
of the present status of gynecologic practice in this country. 


BERRY ON THE THYROID. 


Diseases of the Thyroid Gland and Their Surgical Treatment. 
By James Berry, B. 8S. Lond., F. R. C. S., Surgeon to the Royal 
Free Hospital and Lecturer on Surgery at the London (Royal 
Free Hospital) School of Medicine for Women, etc.; 121 Illustra- 
tions. Philadelphia. P. Blakiston’s Son & Co. In “Diseases of the 
Thyroid Gland,” Dr. Berry has produced a most excellent mono- 
graph on a difficult and somewhat obscure branch of surgery. 
The book is tolerably complete, is well written in a simple, 
straightforward style, and, as a rule, is distinctly up to date. 
Goitre, Grave’s disease, cretinism, the inflammations and the 
various new growths are all considered quite fully. The causa- 
tion of goitre is discusst very thoroly, the author holding that 
intermarriage, atmospheric and climatic influences have abso- 
lutely no part in the causation of goitre, while the influences of 
heredity and habits: as carrying loads on the head, play but an 
insignificant role. He believes that a tolerably clear relation- 
ship has been establisht between goitre and some poison exist- 
ing in the soil and which enters the body thru the drinking water, 
the nature of the poison being as yet unknown. ‘The chapters on 
diagnosis and symptomatology are excellent, while the chapters 
on treatment are very good. As a whole, the book is an able ex- 
position of the best modern knowledge on this subject. The illus- 
trations are both numerous and well-chosen.—A. R. 


SENN’S PRACTICAL SURGERY. 


Practical Surgery: A Work for the General Practitioner. By 
Nicholas Senn, M.D., Ph.D., LL.D., Professor of Surgery, Rush 
Medical College, Chicago. Handsome octavo volume of 1133 
pages, with 650 illustrations, many in colors. Philadelphia and 
London: W. B. Saunders & Co., 1901. Cloth, $6.00 net. There 
is no greater-surgeon in the Western world today than Nicholas 
Senn, of Chicago. His surgical clinic at Rush Medical College is 
the greatest on earth. With this reputation and this experience, 
it would seem that no one could write a better book on the prac- 
tice of surgery; and in a measure this volume confirms this 
opinion. Its appearance has been awaited by the profession 
with much interest, for it represents the practical operative ex- 
perience of the author for the last twenty-five years. The book 
deals with practical subjects, and its contents are deyoted to 
those questions of surgery that are of special interest to the gen- 
eral practitioner. Familiar with the needs of the general prac- 
titioner as a surgeon, the author has aimed to simplify and lighten 
his often trying work by a full discussion of those subjects that 
come within the legitimate sphere of the daily routine work of 
every practicing physician. Special attention is paid to emer- 
gency surgery. Shock, hemorrhage and wound treatment are 
fully considered. All emergency operations that come under the 
eare of the general practitioner are described in detail and fully 
illustrated. The section on Military Surgery is based on the 
author’s experience as chief of the operating staff in the field 
during the Spanish-American War, and on his observations during 
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the Greco-Turikish War. Intestinal Surgery is given a prominent 
place, and the consideration of this subject is the result of the 
clinical experience of the author as surgeon and teacher of sur- 
gery for a quarter of a century. The text is profusely illustrated, 
in the hope that this feature will add to the value of the book as 
a guide to practice; it would have been much better, however, 
if photo-engravings of cases in the author’s practice had been 
used instead of so many copies from Zuckerkandl, Von Esmarch 
and others. 


RECENT LEGAL DECISIONS. 


A Review of Recent Legal Decisions Affecting Physicians, 
Dentists, Druggists and the Public Health, by W. A. Purrington, 
of the N. Y. bar. E. B. Treat & Co., N. Y. $0.50. Mr. Purring- 
ton has prepared a short resume of recent legal decisions affect- 
ing medical practitioners, together with a convenient brief of tke 
law points involved. Prosecutions of unlicenst practitioners is 
discusst rather fully, while an article, “Christian Science, Man- 
slaughter and the Law,” is reprinted from the Medical Record. 
The book would probably prove of value to physicians involved 
in legal difficulties. 


SURGICAL NOTES. 


ADRENALIN CHLORIDE FOR EPISTAXIS. 


An alarming case of nose-bleed is reported in Southern Cali- 
fornia Practitioner, by Dr. James P. Booth, of Needles, Cal. Af- 
ter all usual remedies had failed to control the hemorrhage (even 
hypodermic injections of ergotol) and the patient had become 
weak, trembling and pale, two pledgets of absorbent cotton, were 
saturated with solution of adrenalin chloride and inserted far 
back in each nostril. The effect was instantaneous, satisfactory 
and permanent—the bleeding was instantly checkt. He there- 
fore recommends it for further trial. 


MAYO’S OPERATIONS ON THE STOMACH. 


At the meeting of the American Surgical Association held 
at Albany, New York, June 3-5, 1902, Dr. William J. Mayo, of 
Rochester, Minn., read a paper entitled “Complications Follow- 
ing Gastro-Enterostomy,” in which he gave a resume of 107 
operations performed by him in the last ten years, of which 19 
resulted fatally. Attention was directed to the fact that entero- 
anastomosis was more often necessary with the suture than 
with the button, the disadvantage of the latter being that it 
sometimes drops into the stomach. One hundred and seven 
operations on the human stomach in ten years—yet there are 
surgeons east of the Alleghenies who never heard of Will Mayo! 


SUTURING MUSCLES AND TENDONS. 


Dr. D. D. Crawley, of Oakland, Cal., read a paper on this 
subject at this year’s meeting of the California State Medical 
Society in which he states that rupture of a muscle generally 
occurs where the muscular fibers meet the tendons; that it re- 
sults generally from sudden and violent muscular exertion; and 
that it is more apt to occur in those whose muscles are not used 
to exercise. In regard to rupture of a tendon, Dr. Crowley said 
it does not frequently occur, and, when it does, proper position 
of the limb and rest may be sufficient to bring about the desired 
result. He cited several cases from his private practice where 
suture of the muscles was necessitated, with satisfactory results. 
From this experience as well as from experiments on dogs, he 
concludes that it is not proper to use a large needle in a small 
tendon; that it is easier to suture with silk than with catgut, the 
chromicized catgut might be used with advantage; that the ten- 
don ends should be permitted to fall together; that, if the ends of 
a tendon are not easily approximated, relaxation sutures should 
be used; that a cutting needle should not be used, only round 
ones being permissible; that, the matress suture is the most 
useful in the tendon work, and that a suture should be smaller 
than the needle, which should not be too much curved. 


MENTHOLIZATION BEFORE ETHER ADMINISTRATION. 


In Occidental Medical Times, April, 1902, Dr. W. A. Briggs, 
of Sacramento, Cal., calls attention to the remarkable paresthetic 
effect of menthol and oil of peppermint on the mucosa of the air 
passages, and the favorable results obtained by their use prelim- 
inary to etherization. About a dram of the oil of peppermint 
(or of the 50 per cent alcoholic solution of menthol) is to be sprin- 
kled in the cone before etherization, and the patient allowed to 


inhale freely for three minutes; then etherization is pusht as 
rapidly as is consistent with safety. He claims that the ad- 
vantages of this as compared with the usual method are: (1) An- 
esthesia may be more easily and quickly induced, and more easi- 
ly and smoothly maintained; (2) there is entire freedom from 
coughing and suffocation, and comparative freedom from nausea, 
vomiting and retching; (8) suppression or markt abbreviation of 
the period of excitement is obtained; (4) there is secured a more 
profound first anesthesia, which permits minor operations with 
greater certainty than does the usual method; (5) there is less 
postoperative nausea and vomiting. 


PROSTATIC SURGERY. 


Lydston, in a late number of Philadelphia Journal, says ke 
believes a distinct advance in our knowledge of prostatic path- 
ology and therapeutics consists in the steadily growing belief 
that in a large proportion of instances so-called “senile disease 
of the prostate’ is due to chronic congestive and inflammatory 
conditions, developing at a period remotely antecedent to the ap- 
pearance of the first definite symptoms of mechanical urinary 
obstruction. In many instances the cause of the primary hy- 
perplasia and inflammation of the prostate is some irritative 
affection of the prostatic urethra, or even of the pendulous ure- 
thra, acting reflexly. By correction of these conditions, pros- 
tatic hypertrophy may be prevented in a certain proportion of 
eases. The most rational method of dealing with prostatic hy- 
pertrophy and its congeners is the radical operation prostatec- 
tomy. He is of the opinion that the brilliancy of the results 
thus far reported from all quarters from the Bottini operation 
can only be compared to that of the multitudinous reported op- 
erations of the Ramm-White method, with which the journals 
teemed a few years since. What is really most needed is a 
general recognition of the necessity and wisdom of early pros- 
tatectomy at a period when there are no secondary conditions 
and complications with which to deal. 


RECOVERY FROM FRACTURE OF SPINE. 


At a recent meeting of the California Academy of Medicine, 
Dr. T. W. Huntington, of San Francisco, reported a case of 
fracture of the spine treated by extension without operation, re- 
covery occurring. The patient, a man of 43 years, a laborer, 
fell 18 feet, striking on his back. He was stunned, but did not 
lose consciousness; was unable to rise or walk, and was taken 
directly to the hospital. On examination patient was suffering 
from shock; extremities cold; over the ninth dorsal vertebra 
there was a weli-markt deformity caused by an antero-posterior 
displacement of the bodies of the vertebra; the spinous process 
of the ninth dorsal vertebra was movable, and upon manipula- 
tion a distinct crepitus could be made out; motion and sensation 
of lower limbs were unimpaired; patella reflexes markedly in- 
creast; patient complained of numbness of lower extremities; 
sensation of cold and heat somewhat delayed, but not obliterated; 
function of sphincters unimpaired. Operative interference was 
thought to be advisable, but the patient declined, and treatment 
by extension was adopted according to the following plan: A 
plaster-of-Paris jacket was adjusted about the thorax and axil- 
lae, coming well up to the cervical region. From this suspen- 
sion straps were arranged and attacht to the bed-rail at the 
head of the bed. The head of the bed was then elevated to an 
angle of about 40 degrees, allowing the weight of the body to 
act as a counter extension. At the end of two days the deform- 
ity had become inappreciable, and the patient was altogether 
comfortable; no pressure symptoms were present. This was 
continued for two weeks, when a full plaster jacket was substt- 
tuted, and the patient allowed to sit up. At the end of one 
month, patient could walk with a slight support, and at the 
present time, about two months after the injury, he walks well 
without assistance. Spine is rigid at the seat of injury, but, 
aside from slight numbness of the lower extremities, there are 
no important symptoms attributable to.the injury. 


SUCCESSFUL BONE TRANSPLANTATION. 


A remarkable report of tranplantation of bone from a dog to 
a man was reported at this year’s meeting of the California State 
Medical Association by Dr. A. W. Morton, of San Francisco. The 
patient was a man, age 45, who suffered a compound comminuted 
fracture of the tibia and fibula near the lower end. The case 
came under Dr. Morton’s care about one month after the injury, 
when the man was suffering from sepsis. On incision and drain- 
age patient improved. It became necessary to resect the lower 
five inches of the tibia, and to replace this defect the ulna of the 
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foreleg of a “black-and-tan” dog was employed, the lower end 
being placed in the cavity of the tibia for about one inch and 
wired in place with silver wire. The leg and dog were encased 
in plasted for five weeks, when the dog’s leg was amputated near 
the joint, and the extremities of the two bones of its foreleg were 
replaced in contact with the astragalus; the skin and deeper struc- 
tures were united, leaving drainage, which slowly closed by gran- 
ulation. Skiagraphs taken three months after operation show 
the callous around the bone. The patient walks about with or 
without his cane, as suits his convenience. 


CARCINOMA OF THE SCALP. 


Robertson, of St. Louis, (Medical Bulletin of Washington 
University, Vol. I, No. 1, 1902, p. 14) describes a growth, which 
was situated on the top of the head, about the size of a man’s 
fist and the shape of a truncated bone, the top ulcerated and cov- 
ered with a purulent discharge, while a similar material exuded 
from a number of sinuses in the tumor. A piece of the tumor was 
excised and under the microscope proved to be glandular carcino- 
ma. The patient was a negress of 50 years; she first noticed the 
lump on her head three years previously and attributed it to her 
habit of carrying things on her head. Her general health was not 
impaired. The tumor was excised down to the bone; after three 
weeks there was a recurrence at the posterior border of the gran- 
ulating surface, which was again removed, and at the time of the 
report there was a healthy granulating surface. 


TREATMENT OF PROLAPSE OF THE RECTUM. 


Of the treatment of rectal prolapse Halstead, (Medical Sen- 
tinel) says: Cases of prolapse in which the protrusion consists of 
the mucous membrane alone can best be treated by resection of 
the protruding mucous membrane and suture of the cut end of 
the skin of the anus, as in Whitehead’s operation for hemorr- 
hoids. In mild cases merely clamping and cauterizing linear 
folds of the prolapse is sufficient to effect a cure. In recent re- 
ducible prolapse of all coats of the rectum, removal of the cause 
(if possible) with massage, gymnastics and appropriate internal 
medication to improve the patient’s general condition, should be 
first tried. If these fail, either amputation or intra-abdominal 
suspension are indicated. In young children, operative treatment 
of prolapse is seldom required. The removal of the cause, 
which can usually be accomplisht with rest in the horizontal 
position, tonics and massage, will, in the great majority of cases, 
cure the patient. Among the most frequent pathologic conditions 
which bear a direct causal relation to prolapse in children are: 
Intestinal catarrh, rachitis, phimosis and stone in the bladder. 
In old irreducible or in recent strangulated cases, the only treat- 
ment is amputation by the method of Mikulicz. In old irreduc- 
ible prolapse, or in recent cases where a fair trial of palliative 
remedies has been given, we have the choice of two methods— 
amputation or intra-abdominal fixation. At the present time no 
authoritative statement can be made as to the value of colopexy. 
It possesses the following advantages: It is not dangerous; it is 
easily performed, and, when it is not successful, it does not leave 
the patient in any worse condition than before. Inguinal colos- 
tomy should never be performed except when some special in- 
dication exists, e. g.. when prolapse is associated with colitis 
which does not yield to treatment when stricture or malignant 
diseases are present. Simple catarrhal inflammation of the pro- 
lapst rectum does not justify opening the colon. Rectopexy, if 
employed, should be used only in the lesser degrees of prolapse 
of the rectum. In invagination of the rectum and colon it is of 
no value. In any case its disadvantages and dangers outweigh 
its good points. 


STERILIZATION OF THE SKIN. 


Maryland (Annals of Surgery, January, 1902) holds that in the 
practice of modern operative surgery there are two, and probably 
only two, precautions where doubt must always exist as to the 
certainty on which a perfectly aseptic result may be expected. 
These two precautions deal with (1) the condition of the sur- 
geon’s hands, and (2) the condition of the parts to be operated 
upon; or, in other words, the state of the skin and deeper tissues. 
Convinced by the results of experiments that infective micro- 
organisms are derived from the sudoriferous and sebaceous 
glands of the surgeon’s hands the author advocates a precaution 
founded on the physiological basis of exciting these glands of the 
skin to act freely before the commencement of the operation. In 
the method described in this paper the hands are submerged for 
from five to ten minutes in water as hot as can be conveniently 


massage of the hands under water and the use of ordinary soap, 
the hands are finally scrubbed with alcohol for two minutes and 
then rinst in warm carbolic lotion (1 to 40). In the preparation 
of the operator’s hands “soaking,” it is tersely asserted, “is better 
than soaping.”. The author’s method of sterilizing the skin 
and deeper tissues of the patient is based on the fact that it is 
possible to salivate a patient by the inunction of the surface of 
the abdomen with mercurial ointment. Such a result proves 
that the agent applied is carried by natural channels—certainly 
the lymphatics—so as to produce an effect upon a comparatively 
distant region elsewhere. So long as the agent is kept in con- 
tact with the skin, so long will these channels be engaged in 
transmitting it to other parts. It is inferred that when an opera- 
tion is performed on parts whose lymphatics contain such a po- 
tent bactericidal agent as mercury, this should not only prove 
destructive to any micro-organisms with which it might come 
into direct contact, but its presence should still further render 
the normal tissue unfit for the multiplication and development 
of these bodies. The author describes fully his method of pro- 
longed application of oleate of mercury ointment to the skin over 
the seat of operation, and states that, according to the results 
of careful scientific and clinical investigation, whilst chemical 
examination failed to afford any positive informaton, bacteriolog- 
ical investigation proved a material diminution in the number of 
micro-organisms, and the records of actual practice afforded in- 
contestable proof of the value of the method. 


PERINEAL vs. SUPRAPUBIC PROSTATECTOMY. 


At this year’s meeting of the American Surgical Association 
Dr. J. E. Moore, Minneapolis, read a paper on anatomical and 
technical reasons why, the perineal is preferable to the supra- 
pubie route in prostatic surgery. He said that the catheter is 
but a makeshift, and with present methods it is an open question 
whether; by preventing early operation, it does not do more 
harm than good. A prostatic’s real danger begins with the use 
of the catheter. Operation should be popularized and the tech- 
nie perfected so that prostatectomy may be conscientiously rec- 
ommended before grave bladder and renal changes occur. Age 
is no contraindication to prostatic surgery as long as the kidneys 
are not too far gone. Experience with prostatic massage con- 
verted him to the advantage of perineal prostatectomy. In many 
instances in which the prostate can scarcely be reacht thru the 
rectum, a short curved sound with the point turned toward 
the rectum will enable the organ to be pulled down, so that 
every part of it and the base of the bladder can be reacht. From 
an anatomical standpoint every fact is in favor of the perineal 
and against the suprapubic route. By the suprapubic method of- 
ten as many as three holes are made in the bladder and when 
the viscus is filled with septic material each must have an’inde- 
pendent mortality rate. By the perineal method the bladder 
should be injured, but in one place, and that but to small ex- 
tent. Altho some of the muscular fibers of the bladder are 
continuous with the prostate, a good thick bladder wall is left 
after the prostate is removed. Even when the third lobe pro- 
jects into the bladder, it pushes the wall ahead of it. The pros- 
tate is twice as far from the skin of the abdomen as it is from 
the skin of the perineum. The approach thru the perineum is 
thru comparatively unimportant structures. The transverse 
and curved incisions divide arteries, sever nerves, and cut across 
muscle fibers. The median incision, from the scrotum to the 
anus, is not open to any of these objections. Prostatectomy by 
any method destroys the generative function, as the ejaculatory 
ducts are torn across. When total prostatectomy is performed. 
the prostatic urethra must be seriously injured and is often de- 
stroyed. The removal of that portion of the prostate between 
the urethra and bladder is entirely unnecessary. The third lobe 
is a projection from the lateral lobes. By the perineal route 
the lateral and third lobes can be removed and only a small por- 
tion of the urethra need be sacrificed. Thru this opening the 
bladder may be entered, preserving the anatomical integrity of 
that organ. Hemorrhage is more easily controlled thru the 
perineum. In a patient with healthy kidneys the most immi- 
nent danger is sepsis, and the facilities for drainage are infinite- 
ly superior after the perineal operation than after the upper 
method. Urine may be drained well thru a suprapubic open- 
ing but the detritus cannot so well. The perineal route is 
safer and better than the suprapubic in all cases, except when 
the third or lateral lobes are very soft and vascular and project 
far into the bladder. A complete prostatectomy is seldom the 
operation of choice, the isthmus and the greater portion of the 
prostatic urethra being preserved as a rule. At the beginning 
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within easy reach and after the capsule is dissected well back it 
is often an advantage to remove the sound and depend on instru- 
ments with which one can take hold of the prostate and drag 
it down. 


PENETRATING WOUNDS OF ABDOMEN. 


Finkelstein has been making extensive experiments and re- 
searches on penetrating wounds of the abdomen. He concludes 
(New York Medical Journal), with the following general state- 
ments. The first thing to be noted is the comparative infre- 
quency of complication of abdominal wounds by wounds of the 
hollow viscera of that cavity. In 132 cases 70.4 per cent proved 
to be merely penetrating wounds of the abdominal wall. Of 
the remaining cases, 39 in number, there were 13 complicated 
by wounds of the liver, 6 of the stomach, 3 of the omentum, 
1 of the spleen, and in 1 there were a number of organs injured. 
The author’s data therefore fully confirm the law which states 
that the liability of an abdominal organ to injury is directly in 
proportion to its size. According to Spiegel, the order of fre- 
quency of abdominal organs, wounded is: Intestines, liver, stom- 
ach, kidneys, spleen, and pancreas. In 53 per cent of wounds 
not complicated by injury of viscera, there were prolapses of 
internal organs thru the incision. In the majority of these cases 
the omentum alone is prolapst. The length of the external 
wound in 79 per cent of cases did not exceed 3 centimetres, in 
10 per cent of cases it was from 3 to 4 centimetres, in 5 per cent 
of cases, from 4 to 5 centimetres, and in the remaining cases 
reacht the size of 8 centimetres. The prognosis in simple pen- 
etrating wounds is favorable, but in cases complicated with 
visceral wounds, even without symptoms, when there has been 
no laparotomy one may expect peritoneal complications as late 
as the fifth or sixth day, as the adhesions of the visceral wound 
may be feeble and may give way. Wounds of the diaphragm 
give rise to diaphragmatic hernias in 25 per cent of cases, and 
for this reason demand close attention. Wounds of the left side 
of the diaphragm should therefore be sutured according to the 
method of Freyer or that of Rydygier. In wounds of the livcr 
the left half of the organ is much more frequently (77 per cent) 
affected than the right. In 16 per cent of cases, wounds of the 
liver give no symptoms whatever, in 84 per cent they are accom- 
panied by very profuse hemorrhage. In 64 per cent, wounds of 
the liver are not followed by the discharge of bile when treated 
by plugging. The prognosis of hepatic wounds is serious, as 
the mortality is 88 per cent. Tamponing is the best and surest 
method of arresting hemorrhage in these wounds, but according 
to most writers, sutures give excellent results, even in deep 
wounds of any part of the liver. The disadvantages of sutures 
are that they increase the likelihood of suppuration, and do not 
always prevent the flow of bile, i. e., not always obviate the 
necessity of tamponing. The best method of diagnosis between 
wounds that penetrate into the viscera and those that go thru 
the wall only, is laparotomy, which has greatly diminisht the 
mortality from abdominal wounds. The general mortality of 
the uncomplicated cases was 5.3 per cent, for complicated cases 
53 per cent; while the mortality in the 182 cases observed was 
in toto 18.4 per cent. 


TREATMENT OF STRICTURE OF ESOPHAGUS. 

Medical Age gives a synopsis of an article by Dr. C. J. Sy- 
monds on the diagnosis and treatment of malignant stricture of 
the esophagus. Among the earlier symptoms are nausea; re- 
pulsion of food; and pain, if the central portion be affected. The 
passage of a bougie is the only way to clear up the case. Sy- 
monds is disposed to think that the employment of this instru- 
ment has excited in the past unnecessary apprehension, but pro- 
vided a large bougie be not used, and provided also that no 
force be employed, there is practically no danger. In peculiarly 
tolerant individuals the possibility of entering the trachea must 
be remembered, and before introducing food it is well to examine 
the condition of the parts by the aid of the laryngoscope. Extra- 
esophageal disease rarely gives rise to any serious dysphagia. 
“Spasmodic” obstruction, apart from the “hysterical” form, has 
always, when markt, an organic cause, and it would be better 
to speak of such cases as “intermittent” dysphagia. Symonds 
points out that both diagnosis and treatment should be consid- 
ered with respect to the occurrence of the disease in three spec- 
ial districts, viz., the upper part of the esophagus, the central 
part, and the cardiac end. In the first it may be stated that 
all organic obstruction is due to malignant’ disease, which in 
this situation has a special tendency to cicatrize rapidly. In 
the central part sarcoma or a myoma, both rare diseases, may 


cause fatal obstruction. In this situation a pouch may give rise 
to some difficulty in diagnosis, but can generally be excluded. In 
the lower end alone simple stenosis may occur, and in this sit- 
uation it may also be difficult to distinguish the disease of the 
esophagus frem a cancer of the stomach which has caused great 
reduction in the size of the cavity (leather-bottle stomach). In 
the matter of treatment the writer considers that a patient may 
be left alone so long as he can swallow fluids and semisolids 
well, and so long as a small bougie (No. 12 catheter gauge) can 
be passt. If, however, the dysphagia increases, even tho a 
bougie can be passt, then a tube should be inserted or gastros- 
tomy performed. If, again, a bougie cannot be passt, or only with 
difficulty, then the same course should be followed, as complete 
closure may occur at any time; and lastly, if the patient can- 
not swallow and a bougie cannot be passt, then immediate me- 
chanical treatment is required. The writer says in reference 
to the passage of bougies with a view to dilating the stricture 
that it is injurious, in that it irritates the parts and leads to an 
increase of obstruction. The treatment, like the diagnosis, 
must be considered according to the position of the obstruction. 
In cricoid obstruction Symonds found that a short tube is badly 
tolerated; the long rubber tube, however, gives excellent results. 
If even this be badly tolerated gastrostomy must be performed. 
and this as early as possible. In disease of the central portion 
the short tube is very serviceable in a fair number of cases. 
When it acted well it was superior to any other method. If 
pulmonary symptoms arise it is necessary to replace it by the 
long feeding tube. In disease of the cardiac orifice tubage is 
so uncertain that gastrostomy is the best method of treatment 
when dysphagia becomes serious. 


SPINA BIFIDA,. 


Bockenheimer (American Medicine), divides spina bifida into 
myelocele, myelocystocele and meningocele. Myelocele, which 
is the most common form, shows three zones, the outer skin, of- 
ten with hypertrichosis, a zone of fatty tissue, and in the center 
a thin vascular surface, showing the opening into the medullary 
canal. This may ulcerate, when the opening will no longer be 
recognizable. Motor nerves at the position of the myelocele 
are more degenerated than sensory nerves. Motor paralyses 


commonly follow. When sensory disturbances occur, they are 


much less markt. Trophoneurotic symptoms are generally pres- 
ent. There are fluctuation, tenderness on pressure, umbilical 
hernia and, rarely, hydrocephalus. Myelocele is usually noted 
in the lumbosacral region. In myelocystocele, the cylindrical 
epithelium of the medullary canal lines the tumor, continued out 
thru the opening. The entire tumor is covered with skin, hair, 
telangiectasis and, sometimes, scars. Fluctuation may be noted 
from the tumor in the opening fontanelle. Hydrocephalus is 
commonly seen with myelocystocele, with symptoms of cerebral 
compression. Paralysis of the bladder and rectum occurs. Sen- 
sory disturbances are more frequent than in myelocele, and paral- 
ysis of the muscles of one side of the abdomen may follow. Some 
scoliosis is usual among _ these infants. Myelocystocele is 
found between the dorsal or lumbar vertebrae. In meningocele 
the pia or pia and arachnoid are continuous over the opening be- 
tween the vertebrae. These tumors are large, often have hair 
upon them, and may be perdiculated and movable. The condition 
is rarely complicated, the child being otherwise well developt. 
Meningocele is usually sacral in position. The diagnosis of the 
three forms of spina bifida is not always easy. While a myelo- 
cystocele can be reduced upon pressure, and a meningocele may 
be slightly reduced, a myelocele cannot be reduced at all. The 
differentiation between meningocele and myelocystocele is very 
difficult. Operation is indicated early, is simple, and attended by 
but slight mortality. It is contraindicated when spina bifida is 
complicated by high grade deformity, hydrocephalus or severe 
paralysis of one or both extremities. 


CURE OF TRAUMATIC EPILEPSY. 

A cure of traumatic epilepsy by operation is reported by 
Parker (Philadelphia Medical Journal, June 14). The patient 
was a man, aged 38 years, who had suffered from fits and a 
drowsy, vacant manner for 18 years. In 1894, he fell from a 
railway truck, striking a stone and producing a compound de- 
presst fracture of the left frontoparietal region. At the time 
of the accident he was trephined and the spicula of bone and 
the trephined dise were removed. He got well and returned to 
work as a tailor. Three or four years later he had some fits, 
accompanied by violent twitching, in one of which he dislocated 
his jaw; in 1895, his fits returned again; at the seat of the injury 


1 
I 
t 
i 
t 
h 


ay 
iit 
— 
il 
HiT 
it 
| 
| 
il 
Hilt 
He 
Hi i} | 
Hit 
Hil 
— 
ii 
it 
itt 
| 
be 
rl 
THB 


_ Work reported, there can be no two opinions, however. It is 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 211 


there was a translucent cyst over the gap in the bone. This 
cyst was excised, the covering loosened from the bone and sewed 
together over the aperture. The patient had no more fits after 
this operation until December, 1901, when the attacks returned 
and in one of them he again dislocated his jaw. The scar over 
the original seat of injury was depresst, pulsated slightly and 
was soft to the touch. When pressure was applied to it, un- 
consciousness resulted, the patient’s head and eyes turned to the 
right and his right lower lip and fingers began to twitch. The 
old sear was dissected up and away from the brain to which it 
was adherent. The dura was found turned out along the mar- 
gins in the opening of the bone and adherent to the bone and to 
the skin by scar-tissue. The dura was loosened up and strips 
of gold foil were placed between it and the exposed brain, on 
the one hand, and the skull, on the other hand.. The patient has 
recovered completely. During his convalescence he had but 
one fit, early the next morning. 


MALE STERILITY. 


American Medicine calls attention to the fact that the influ- 
ence of the husband in a barren marriage is usually overlookt, 
and frequently women are subjected to examination and gyne- 
cologiec treatment unnecessarily for this reason. In 192 examina- 
tions of both husband and wife for the cause of sterility, Gross 
found that the husband was certainly at fault in 33, or over 
17 per cent. A severe double epididymitis has been generally 
recognized as the common cause of sterility in the male. With 
a view to clearing up this subject more definitely, Martin, Car- 
nett, Levi and Pennington (University of Pennsylvania Medical 
Bulletin, March, 1902), have recently carried out a series of stud- 
ies and experiments of much interest. Human spermatozoa were 
stained and carefully studied to determine their morphologic 
characteristics and considerable normal variation was found; 
most interesting, however, were their experimental studies upon 
dogs (which led to one operation on a man). Study of the con- 
ditions in numerous cases of double epididymitis showed that 
azoospermia following double epididymitis was usually caused 
by obstruction in the tail of the epididymis; motile spermatozo: 
may be found in great numbers in the epididymis above the ob- 
struction, and the route is usually clear from the region of ob- 
struction to the urethra. This suggested the possibility of switch- 
ing out the seat of obstruction by a short circuit, the short cir- 
cuit to be made by attaching the vas to the epididymis on the 
testicular side of the obstruction. Basing the hope of success- 
ful results on the fact that actively motile, well-formed sperma- 
tozoa are found in all parts of the epididymis, three dogs were 
etherized and subjected to the anastomosis. In all the vas was 
ligated and cut obliquely above the seat of ligation, a piece was 
snipt out of the head or body of the epididymis, and into this 
opening the split end of the vas was implanted. In all of the 
dogs active spermatozoa were found in the urine or seminal fluid 
from the urethra about two weeks after the operation. The 
results of these experiments seemed to justify the operation up- 
on a man in whom a childless marriage was dependent upon 
azosopermia consequent upon double obliterating gonorrheal epi- 
didymitis. In this patient repeated examination failed to show 
the presence of spermatozoa. The operation was carried out 
in very much the same way as the experimental operations. A 
few spermatozoa were found in the fluid expresst from the cut 
epididymis. Semen examined nineteen days after the operation 
and twelve hours old showed motile, apparently healthy sperma- 
tozoa. At the time this work was undertaken the experiment- 
ers had no knowledge of any previous work of this kind having 
been done, but since then, on search thru the literature they find 
that a similar anastomosis had been attempted by Bardenhauer 
and also by Scaduto. The results of experimental operations 
by these operators were not successful, however. It is a ques- 
tion which might be considered debatable as to how desirable it 
is that the class who generally get double gonorrheal epididymi- 
tis should propagate their kind. As to the character of the 


most interesting, ingenious and original; there can be no doubt 
but that another field for successful surgical intervention has 
been opened. 


HEMORRHAGE AFTER TONSILLOTOMY. 

Many doctors are afraid to remove a tonsil for fear of se- 
vere hemorrhage. They will be interested in the statement 
(Philadelphia Medical Journal), that a review of the literature 
of the past sixty years reveals but 150 cases of severe hemor- 


mianos and Herman lately reported this case: A man of 23, whose 
right tonsil had been removed with the tonsillotome, had several 
slight hemorrhages during the next few days. They recurred 
in spite of gelatine injections. Ten days later a fistula devel- 
opt under the angle of the jaw, where a gas-containing abscess 
had formed after the gelatine injections. Three days later a 
profuse hemorrhage occurred and the right common carotid was 
at once ligated. He died the same day. The autopsy showed 
general anemia, with cloudy swelling of the myocardium, liver 
and kidneys. Cultures from the gas-containing abscess resem- 
bled the anaerobic gas-forming bacillus of Hitschmann-Linden- 
thal, Frankel, etc. The patient was supposed to have been 
hemophilie. 


GYNECOLOGICAL NOTES. 


RUPTURE OF BLADDER DURING SALPINGECTOMY. 


Dr. J. W. Scannell, of Aberdeen, Wash., records a case of rup- 
ture into the bladder during an operation for pyosalpinx (Medical 
Sentinel, of Portland, Or). While breaking down adhesions 
around a pelvic abscess he was astonisht by a sudden gush of 
blood, pus and urine! He immediately irrigated the pelvis with 
several gallons of hot salt-solution; after drying the cavity he 
found a rent of some two inches of the bladder-wall (where the 
abscess was about to empty spontaneously). This opening he 
closed with interrupted silk sutures which effectually controlled 
the hemorrhage as well as leakage. He then completed the re- 
moval of the pus-tube and closed the wound without drainage. 
Patient did badly for a week or ten days and then began to slow- 
ly improve—sitting up in three weeks and leaving the hospital 
at the end of the fifth. The pain on urination persisted for some 
months but finally disappeared and perfect health resulted. 


VENTRO-SUSPENSION NECESSITATING CESARIAN SECTION. 


At the late meeting of the California State Medical Society 
Dr. Adelaide Brown, of San Francisco, reported (Occidental Medi- 
cal Times), the history of a case in which Cesarian section became 
a necessity on account of a previous ventral suspension. The ~ 
patient was 37 years old; mother of eleven children; presented her- 
self in the latter part of the eighth month of her pregnancy; had 
been operated upon previously for retroversion of the uterus by 
some form of ventro-suspension, and in the month following had 
been operated for floating kidney. Urine and heart were normal; 
child in the transverse position; cervix high up out of reach. La- 
bor began October 24, at 8:30 p. m., when the woman was removed 
to the Childrens Hospital, where Dr. Von Hoffman saw the case 
in consultation. Operation began 12:30 a. m.; incision to the left 
of the former incision from three inches above the umbilicus to the 
pubes; light adhesions over the uterine wall were freed, and the 
band holding down the fundus ligated in two parts, clampt on the 
uterine side, and cut. The uterus was lifted out of the abdominal 
cavity, part of the wound closed by thru-and-thru sutures, the 
uterus incised in the median line below the point of adhesion, 
child delivered, the placenta following, hemorrhage being controll- 
ed by manual pressure over the uterine and ovarian arteries. Er- 
got was given hypodermically as soon as child was delivered. AZ- 
ter passing a strip of gauze thru the cervix into the vagina, the 
uterine wall was sutured with silk interrupted sutures thru the 
serous and muscular layers. A second row of catgut sutures, 
double the number, covered the silk sutures. The uterus was 
then returned to the abdominal cavity and the incision closed. 
Mother and baby left the hospital on the thirty-third day, and 
have both been well since. 


ABSENCE OF VAGINA. 


In Medical Sentinel, of Portland, Dr. Samuel Johnson, of Se- 
attle, Wash., reports the case of Mrs. D., married, 28 years of 
age, of medium height; thin in flesh, masculine breasts and hips, 
vulva and clitoris normal, hymen absent; fourchette well developt; 
a cul de sac 2.8 ec, m. in depth, apparently formed by the con- 
tinued assaults of the male organ, existed in the location of the 
vaginal os. Examination, under complete anesthesia, per rectum, 
demonstrated the absence of uterus, tubes and ovaries—a small 
nodule, about 2 c. m. in diameter, situated between the rectum 
and bladder seeming to represent the termination of the genital 
cord. The patient claims to have keen sexual desires; but signs of 
ovulation or menstruation were negative. Her temperament is 
decidedly of the nervous type, and her character, voice and face 


rhage after tonsillotomy. Only seven of these were fatal. Da- 


are quite juvenile. 
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REMOVAL OF OVARIES FOR EPILEPSY. 


In the discussion on pelvic disease as a cause of cerebral dis- 
orders, before the California State Medical Society, Dr. W. W. 
Kerr, of San Francisco, related two interesting case-histories. 
In both patients the ovaries were removed (twelve and sixteen 
years ago respectively) altho they were apparently healthy, but 
the operation was urfdertaken with the idea that, since the nerv- 
ous trouble developt simultaneously with menstruation, the epi- 
lepsy might cease if the menopause were hastened. In the first 
case the epilepsy ceast but after eight months it returned, the 
patient suffering as much as she did before. In the other case the 
convulsions were absent for three months. The temporary im- 
provement gave hope for better results, but it was only the tem- 
porary improvement that appears to follow all major operations. 
(When a considerable piece of the skull is removed in epilepsy, 
the convulsions cease for some time, and a severe mental shock 
will produce similar results.) Dr. Kerr said the most interesting 
case he ever saw was a lady subject to epilepsy, who fell down 
a well forty feet deep, and the result was that she had not con- 
vulsions for a year. He thinks the improvement in oophorectomy 
is entirely on the same basis. 


REMOVAL OF UTERUS AND VAGINA. 


At a recent meeting of the California Academy of Medicine Dr. 
I. B. Carpenter reported a Werder’s operation for cancer of the 
uterus and vagina. The ordinary abdominal incision was made, 
then an incision carried down thru the broad ligaments, enabling 
the operator to reach the vessel after the manner of the originator 
of the operation. The broad ligament was next cut wide open 
and the uterus dissected out; the ovarian and uterine freed from the 
bladder and the rectum. The dissection was then carried around 
the vagina, setting it free likewise from bladder and rectum clear 
down to the vulva. Dr. Carpenter thought the operation would be 
an easy matter, but found it quite the reverse, especially at this 
point. The difficulty came in separating the lateral attachments 
of the vagina low down, which attachments support the vagina 
and make it fast to the pelvic fascia by strong, fibrous bands; 
these were cut away by scissors, carefully avoiding opening the 
bladder and rectum. Afterwards the dissection was carried down 
below Douglas pouch and under the symphysis, freeing the uterus 
and vagina completely. The assistant then pulled these organs 
down thru the vulva as far as possible; (at this point the origina- 
tor of the method closes the peritoneum reflected from the bladder 
and rectum, in fact makes a floor for peritoneal cavity.) After 
closing the abdominal cavity, the uterus was graspt with vul- 
sella, and dragged out thru the vulva, everting the vagina, which 
was then cut round with a knife or cautery. In this case a large 
amount of epithelial growth on the posterior vaginal wall was 
removed. After the vagina was divided the vaginal wound and 
pelvie cavity were packt lightly. Werder closes the abdominal wall 
before amputating the vagina. The advantage secured by this 
operation is the complete removal of all diseased tissue with no 
opportunity for any of it to come in contact with the surgical 
wound; all is removed; if a portion of the vagina must be left it 
ean be cut off, at any height. The operation takes much more 
time than one would suppose; tho Dr. Carpenter believes further 
experience would no doubt facilitate the saving of time. The 
difficulty arises in the dissection of the vagina to free it from 
its lateral, fibrous attachments. 


CAUSES OF STERILITY IN THE FEMALE. 


Medical Council, June, 1902, contains an article on sterility by 
Dr. S. F. Kistler, of Los Angeles, Calif., in which he concludes 
that (1.) The great majority of cases of sterility depends upon 
slight causes. (2.) The greater number of cases are curable. 
(3.) Many apparently hopeless cases are curable. (4.) The length 
of time a case has persisted is no bar to treatment—providing 
such organic change has not obtained that precludes possibility 
of cure. (5.) Treatment used must always depend upon the 
eause. The chief causes are: (1.) The result of loss of sympa- 
thetic nerve-force, the effect of disease or injury arising from 
sexual demands. (2.) An indefinite number of cases are undoubt- 
edly the result of imperfect participation of the uterus in the sex- 
ual orgasm, and the consequent lessened ‘respiratory action” 
of the uterus. (3.) Inactive ovaries. (4.) Inactive condition of the 
uterine mucosa. (5.) Congenital deficiencies or anomalies of the 
hymen, and malformations of the genital tract. (6.) Arrested 
development of ovaries and tubes. (7.) Excessive acid reaction of 
the secretion of the vaginal mucous membrane, and catarrhal 
changes in that of the uterus and tubes. (8.) Vaginismus, neuras- 


Flexions and versions. (11.) Laceration of cervix, profuse leu- 
corrhea, endometritis. (12.) Gonorrhea, especially with involve- 
ment of adnexa. (13.) Constitutional diseases and conditions. (14.) 
Neoplasms, myomas, malignant growths, hypertrophy. (15.) In- 
gestion of certain articles of diet and medicines. (16.) Obesity. 
(17.) Incompatibility. (18.) Higher education. 


TREATMENT OF ECTOPIC PREGNANCY. 

In a recent discussion on ectopic pregnaney Dr. J. Coplin 

Stinson, of San Francisco, claimed (Occidental Medical Times) 

that ectopic gestation is strictly a surgical disease. That an 

ectopic mass should be removed by abdominal section as soon as 

the diagnosis is made, no matter what the stage of the disease. 

That with careful antiseptic and aseptic precautions (provided the 

operator is familiar with the special anatomical condition asso- 

ciated) an operation for ectopic gestation has a mortality at or 

about nil, or less than that associated with the condition previous 

to operation. That an ectopic mass should be removed by enucle- 

ation, with ligation of bleeding vessels only, using absorbable liga- 

tures; the pedicle should not be transfixt or tied off in sections, 

but should be cut across, and only the individual vessels ligated. 

This does away with mass, nonabsorbable, and dead ligatures, 

sloughing and painful stumps, pelvic exudates, the cautery, and 
wandering ligatures, ete. That enucleation is the safest, simplest. 

and most scientific method of removing an ectopic mass., ete., 
there is no danger of hemorrhage; if a vessel is severed, it can 
be caught at once and ligated. That with enucleation there is 
less danger of injuring adjacent viscera; recovery is rapid, and 
the danger of sepsis is reduced to the minimum. That when 
a Fallopian tube is removed, the operation should be complete; 
no stump should be left. When the serosa of the tube at the 
tubo-uterine junction is not totally destroyed, it should be divided 
in a circle about a quarter of an inch from the uterine cornua, dis- 
sected back to the uterus, and the cut edges, after cutting off the 
tube flush with the uterus, united by continuous catgut sutures. 
That in removing an appendage, etc., by enucleation, the cut 
edges of the broad ligaments should be united with a continuous, 
absorbable suture. That, even when both appendages are re- 
moved, a uterus that is in a good position and not irreparably 
diseased should not be removed. That if there is local or general 
infection the cavity or cavities should be freely flusht with hot 
saline solution. That, if drainage is necessitated, one or more 
Morris’s capillary gauze wicks should be used, instead of iodoform 
or other gauze packing, glass, or other stiff tubes. That, to pre- 
vent hernia, the incision should be small, using, if drainage is 
necessitated, capillary wicks, and the wound be closed layer by 
layer separately, and thus accurately, with sterilized, chromic- 
ized tendon or chromicized catgut. He considers that, by em- 
ploying a short abdominal incision, and closing the wound above, 
provided primary union occurs, there is no danger of post-opera- 
tive hernia. The only exception to the above rules in operating 
for ectopic pregnancy are early unruptured cases that can be 
successfully removed thru a vaginal incision. These cases are 
rare, for, as a rule, the operator is not consulted before rupture 
has taken place. Dr. Stinson has several times tried to remove 
ruptured tubal pregnancies thru a vaginal incision, but the opera- 
tion had to be completed in each case thru the suprapubic in- 
cision to obtain access and recovery. There is always less dan- 
ger of sepsis thru the abdominal than vaginal incision, because the 
former can be more thoroly prepared, and the manipulations sre 
also easier and safer from above. 


ANTISEPTIC VAGINAL TAMPON. 
In inflammatory conditions demanding the use of a medicated 
tampon Montgomery advises: 


Mise. Sig.: To be used on vaginal tampons. 


TYMPANITES FOLLOWING PELVIC SECTION. 

After operations involving the peritoneum tympanitis is al- 
ways an alarming symptom; the early passage of gas encouraging. 
To promote the latter an enema may be ordered of: 

Magnesia sulphate. 
Glycerine. 
Water of each one ounce (gm. 30). 

If this fails to give relief two tablespoonfuls of turpentine 
should be beaten up with the yolks of two eggs and strained into 
a quart of strong soapsuds and all injected into the rectum. Keith 
used to order six grains of quinine to be dissolved in four drams 
of whiskey and two ounces of warm water and injected into the 


thenia, exhaustion, physical decadence, nymphomania. (9.) Amen- 
orrhea, dysmenorrhea, narrow internal and external os. (10.) 


bowel every two hours until three doses were given—and it often 
proved effective in securing peristalsis. » 
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